The Reproductive Lives of Chuukese Women: Transnationalism in Guam and Chuuk by Smith, Sarah Ann
University of South Florida
Scholar Commons
Graduate Theses and Dissertations Graduate School
6-4-2014
The Reproductive Lives of Chuukese Women:
Transnationalism in Guam and Chuuk
Sarah Ann Smith
University of South Florida, smith.sassy@gmail.com
Follow this and additional works at: https://scholarcommons.usf.edu/etd
Part of the Public Health Commons, and the Social and Cultural Anthropology Commons
This Dissertation is brought to you for free and open access by the Graduate School at Scholar Commons. It has been accepted for inclusion in
Graduate Theses and Dissertations by an authorized administrator of Scholar Commons. For more information, please contact
scholarcommons@usf.edu.
Scholar Commons Citation
Smith, Sarah Ann, "The Reproductive Lives of Chuukese Women: Transnationalism in Guam and Chuuk" (2014). Graduate Theses and
Dissertations.
https://scholarcommons.usf.edu/etd/5311
  
 
 
 
 
The Reproductive Lives of Chuukese Women:   
 
Transnationalism in Guam and Chuuk 
 
 
 
by 
 
 
 
Sarah A. Smith 
 
 
 
 
A dissertation submitted in partial fulfillment 
of the requirements for the degree of 
Doctor of Philosophy 
Department of Anthropology 
College of Arts and Sciences 
University of South Florida 
 
 
 
Co-Major Professor: Nancy Romero-Daza, Ph.D. 
Co-Major Professor: Heide Castañeda, Ph.D., M.P.H. 
S. Elizabeth Bird, Ph.D. 
Ellen Daley, Ph.D., M.P.H. 
Keith “Mac” Marshall, Ph.D., M.P.H. 
 
 
Date of Approval: 
June 4, 2014 
 
 
 
Keywords: sexual and reproductive health, gender and migration, Micronesia, applied medical 
anthropology, public health 
 
Copyright © 2014, Sarah A. Smith 
 
  
 
DEDICATION 
 
 
I dedicate this dissertation to all the women in my life, but a few in particular stand out: 
 
To my grandmothers, although neither of you are here to see me complete this journey.  I 
was blessed by the stories of your interesting, dynamic lives often told by my own mother, and 
learning about your strength, your struggles, and your drive clearly inspired my interest to 
explore other women’s life histories.  I also don’t doubt that my choice to become a medical 
anthropologist was influenced by your own careers in journalism and nursing.   
 
To my mother: without even knowing it or intending to, it is you who made me a 
feminist.  Your life history continues to inspire the stories I seek and tell. 
 
I also wish to dedicate this dissertation to the women who shared their life histories with 
me for this project.  Your honesty, laughter and life lessons will stay with me always.  
 
 
  
  
ACKNOWLEDGMENTS 
 
First, I would like to acknowledge my dissertation committee members: Nancy Romero-
Daza, Heide Castañeda, Keith “Mac” Marshall, Ellen M. Daley, and Elizabeth Bird.  I am 
grateful to each of you for consistent and continuous support, and your advice and expertise were 
invaluable.  My major advisors Nancy Romero-Daza and Heide Castañeda provided exceptional 
support throughout the whole process, as you did throughout my entire graduate career.  Mac 
Marshall also provided amazing support; I’m so glad you answered that email I sent you years 
ago.  I would also like to acknowledge the financial support which made this possible: the 
University of South Florida through years of assistantship funding and the Fathauer Dissertation 
Fieldwork Travel Grant; the University of Guam CLASS Faculty Funding Grant, the UOG 
Cancer Center, and the U.S. Office of Minority Health Pacific Resource Center.  I am also 
appreciative of the UOG Gender Studies Center for the office space and collegial support, 
especially Seyda Turk-Smith. 
Second, I would like to acknowledge the many people who made this research possible:  
first and foremost, those who took the time to speak with me in the clinics and the communities, 
and those who allowed me to “hang out” and follow you around.  I wish I could thank you by 
name.  I am also indebted to the administrative leaders of GDPHSS and Chuuk Public Health 
who allowed me to enter their clinics and scrutinize their patient care.  In Chuuk, I am eternally 
grateful to all the women of the CWC, especially Kiki and Eleanor; and the Truk Stop family.  
Finally, I am very grateful to Lulu for her patience and dedication teaching me fosun Chuuk, and 
Achipen for her translation help.  
Most of all, I am grateful to my entire family for all of their support throughout this 
process.  I am especially grateful to my parents for their love, patience and pride, and my father 
also for his hands-on help and feedback.  I am grateful for all my sisters, the one I was born with 
and the ones I chose for always being there and trying to take interest in the work (Elizabeth!).  
You are loved and appreciated dearly.  Thanks especially to my academic sisters.  Conversations 
with the CC crew allowed me to grow as a scholar in ways I never imagined, further ground my 
interests in reproduction, and find time for fun too.  I love you ladies.  Karen, thanks for being a 
mentor too. 
The person I could not have done this without is my partner.  Chris, you provided support 
in every way possible: mental, emotional, economic, domestic.  Thank you for moving across the 
world with great ease and optimism, bearing the brunt of my grad school and dissertation mood 
swings, and continuously encouraging me.  Most importantly, thanks for being a feminist in 
words and actions; supporting everything I do wholeheartedly.  
i 
 
 
 
 
 
TABLE OF CONTENTS 
 
 
LIST OF TABLES ........................................................................................................................ vii 
 
LIST OF FIGURES ..................................................................................................................... viii 
 
ABSTRACT ................................................................................................................................... ix 
 
CHAPTER ONE: INTRODUCTION ..............................................................................................1 
 Key Terms……. ...................................................................................................................2 
  Micronesia................................................................................................................2 
  Reproductive Health ................................................................................................3 
 The Setting(s) ......................................................................................................................4 
  Reproductive Health Indicators ...............................................................................6 
 Theoretical Influences ..........................................................................................................7 
  Why Reproductive Health? ......................................................................................9 
 Research Questions ............................................................................................................10 
Methods Employed ............................................................................................................11 
Dissertation Outline ...........................................................................................................11 
  A Note on My Position as a Researcher ................................................................16 
  
CHAPTER TWO: BACKGROUND AND SETTING .................................................................18 
 The Context: Guam, United States ....................................................................................19 
  Colonial History .....................................................................................................19 
  Socio-Economic Context .......................................................................................24 
  Health Care ............................................................................................................26 
 The Context: Chuuk, Federated States of Micronesia .......................................................27 
  Colonial History .....................................................................................................28 
  Socio-Economic Context .......................................................................................32 
  Health Care ............................................................................................................37 
 The Micronesian Exodus ...................................................................................................38 
  Compact “Impact”  ................................................................................................41 
 Chuukese Migration, Gender, Reproduction and Sexuality ..............................................44 
  Sexuality ........…....................................................................................................45 
   Gender, Sexuality and Power .....................................................................46 
  Gender, Migration and Reproduction ....................................................................48 
   Intersections: Chuukese Migrant Reproductive Health .............................50 
 Summary……. ...................................................................................................................56 
 
ii 
 
CHAPTER THREE: THEORETICAL BACKGROUND AND CONTRIBUTIONS ..................57 
 The Anthropology of Reproduction ...................................................................................57 
  Birth of the Anthropology of Reproduction...........................................................58 
  Theoretical Traditions “Wrapped Up” in Reproduction ........................................59 
  Stratified Reproduction ..........................................................................................61 
 Transnationalism ................................................................................................................62 
  Stratified Reproduction and Transnational Migration ...........................................67 
 Anthropology and the Body ...............................................................................................69 
  Critical Interpretive Medical Anthropology ..........................................................70 
   The Individual Body ..................................................................................70 
   The Social Body .........................................................................................71 
   The Body Politic ........................................................................................72 
   The Mindful Body: Emotion ......................................................................73 
   Critiques .....................................................................................................73 
   Body Praxis ................................................................................................75 
  Dialectical Tension: Critical Interpretive Medical Anthropology and Critical  
  Phenomenology......................................................................................................77 
 Theoretical Contributions ..................................................................................................80 
 Summary ............................................................................................................................81 
 
CHAPTER FOUR: METHODS, ETHICS, LIMITATIONS ........................................................82 
 Methods Used for Similar Research in Micronesia ...........................................................82 
  Ethnographic Methods: Medical Anthropology ....................................................82 
  Public Health Methods ...........................................................................................85 
  Multi-Sited Research .............................................................................................86 
 Methods Used for Similar Research Outside of Micronesia .............................................87 
  Multi-Sited Research .............................................................................................87 
  Life Histories .........................................................................................................88 
 Research Plan .....................................................................................................................88 
  Research Questions ................................................................................................90 
  Methodology ..........................................................................................................91 
  Methods..................................................................................................................92 
   Entering the Field: Participant Observation, Informal Interviews .............92 
   Entering the Clinic(s) .................................................................................94 
   Interviews: Health Care Workers ...............................................................97 
    Demographic information ..............................................................98 
   Chuukese Women: Entering the Community(ies) .....................................99 
   Life History Interviews ............................................................................102 
    Demographic information ............................................................108 
  Data Analysis: Participant Observation and Interviews ......................................108 
 Ethical Considerations .....................................................................................................111 
  Talking About Sex in Chuukese Communities ....................................................112 
  Power Differential ................................................................................................113 
  Implications for Findings .....................................................................................115 
 Limitations .......................................................................................................................115 
 Summary ..........................................................................................................................117 
iii 
 
CHAPTER FIVE: MIGRATION, BELONGING, AND IDENTITY .........................................118 
 Migration Narratives ........................................................................................................118 
  Siera .....................................................................................................................119 
   The Family and the Compromise .............................................................123 
   The Arrival ...............................................................................................123 
   The Continuity of Movement and the Role of Education ........................124 
   Life and Love in Guam ............................................................................124 
   Transnational Commuting .......................................................................125 
  Rosie ....................................................................................................................125 
   The Continuity of Movement and the Role of Education ........................127 
   The Compromise and the Family .............................................................127 
   Life and Love in Guam ............................................................................128 
   Transnational Commuting…or Settling? .................................................129 
  Birda and Sirena ...................................................................................................129 
  Overall Themes ....................................................................................................131 
   Guam as a Compromise ...........................................................................131 
   Getting Stuck (in Poverty and in Guam)..................................................133 
   Transnational Living and Families ..........................................................136 
  Summary: Migration Narratives ..........................................................................138 
 Transnational Life and Micronesian Identity(ies)............................................................138 
  Inter-Ethnic Tension and Identity Formation ......................................................138 
  Our Culture ..........................................................................................................143 
 Those Who Have Culture: Culturalist Dimensions of Discrimination ....145 
  Loving Culture: Ethnic Pride ...............................................................................153 
   My Skirt, My Sacred Protector ................................................................157 
 Summary ..........................................................................................................................158 
 
CHAPTER SIX: THE CLINIC ....................................................................................................159 
 The Setting: Public Health in Guam ................................................................................159 
  Central Public Health ...........................................................................................160 
  North and South Community Health Centers ......................................................161 
  Guam Memorial Hospital ....................................................................................167 
 Findings: Getting In and Being There .............................................................................169 
  Getting In: Access to Guam’s Public Health Clinics ...........................................170 
   Transportation ..........................................................................................170 
   Insurance ..................................................................................................171 
    Types of public insurance ............................................................172 
    Process .........................................................................................173 
    Coverage ......................................................................................179 
   The Trouble With Getting In ...................................................................183 
    Provider availability  ....................................................................183 
    The phone is useless and the lines are long .................................184 
   “They Don’t Know How” ........................................................................185 
   Scared to Face Providers if “Homework” is Incomplete .........................188 
   Life is Busy ..............................................................................................189 
   Transience and Changing Phone Numbers ..............................................190 
iv 
 
   Social and Individual Factors Inhibiting Access to Care .........................192 
    They are questioned, instead of honored for their high fertility ..192 
    Chuukese confidentiality .............................................................194 
    Other privacy concerns ................................................................197 
   Discussion: Getting In..............................................................................200 
    Hiring HCWs to “look like” patients ...........................................200 
  Being There ..........................................................................................................203 
   Language ..................................................................................................204 
    Lost in translation ........................................................................204 
    The difficult dialogue between two ESOL speakers ....................207 
    Family relationships and the power of the interpreter .................208 
    Chuukese confidentiality .............................................................209 
   Confusion of Processes ............................................................................209 
   Feeling Rushed.........................................................................................215 
   The “Yes” Factor and Polite Patients .......................................................219 
   “Bad Patients” and Paranoid HCWs ........................................................222 
    Miscommunication and mistrust go both ways ...........................224 
    Paranoia does not include everyone .............................................225 
   Discussion, Being There: Language, Politeness, the Confusing Clinic 
   Rush and Badly Behaving Patients and HCWs .......................................226 
 Hierarchies in the Clinic: Patient-Non-Provider Interactions ..........................................231 
  Other HCWs.........................................................................................................236 
  The Bad Provider .................................................................................................239 
  Discussion……... .................................................................................................242 
 Summary ..........................................................................................................................245 
 
CHAPTER SEVEN: THE ALTERNATIVE TO GUAM: CHUUK HEALTH CARE AND 
LOCAL MEDICINE ....................................................................................................................247 
 Chuuk State Health System .............................................................................................248 
  Chuuk State Hospital ...........................................................................................249 
  Chuuk Public Health ............................................................................................251 
   Language ..................................................................................................254 
   Transportation and Provider Availability ................................................255 
   Confidentiality .........................................................................................256 
  Leaving Chuuk .....................................................................................................257 
   It’s All Relative ........................................................................................258 
  Chuukese Women and Biomedical Knowledge ..................................................259 
 Safei: Local Medicine and Biomedical-Local Negotiations ............................................260 
  The Anthropology of Medical Pluralism .............................................................261 
  Background on Local Medicine ...........................................................................264 
  Bio-Local Negotiations in Guam: Which One, or Both? .....................................267 
  Connecting Global Medical Pluralism To Chuukese Experiences ......................270 
   Not always Chuukese Local Medicine ....................................................274 
 Summary ..........................................................................................................................275 
 
 
v 
 
CHAPTER EIGHT: WOMEN’S REPRODUCTIVE LIVES .....................................................276 
 The Early Years ...............................................................................................................278 
  Female Childhood in Chuuk ................................................................................278 
   Playing with Boys ....................................................................................278 
   Learning about Sex ..................................................................................280 
  Menarche and Adolescence .................................................................................281 
   Menarche Narratives ................................................................................281 
   Kesapw Tupu Ngeni Aat [Do Not Pay Attention to Boys] ......................283 
   Love Notes and Rendezvous ....................................................................286 
   Do Not Go Out At Night ..........................................................................288 
  Sweethearts, Love, Sex and Marriage ..................................................................291 
   The Freedom and the Pressure to Succeed ..............................................295 
   Premarital “Freedom”? ............................................................................298 
 Pregnancy and Motherhood .............................................................................................300 
  Pregnancy .............................................................................................................300 
   Scenario 1: Siera ......................................................................................300 
   Scenario 2: Mary ......................................................................................302 
    Pregnancy restrictions ..................................................................303 
    Special treatment ..........................................................................305 
    Prenatal care .................................................................................307 
  Childbirth .............................................................................................................308 
   Knowing What to Expect .........................................................................310 
   How You Give Birth ................................................................................312 
    The silent birth .............................................................................313 
    Good birthers ...............................................................................315 
  The Transition to Motherhood .............................................................................316 
   Breastfeeding ...........................................................................................317 
  Family Planning ...................................................................................................318 
   Sex Avoidance .........................................................................................319 
   Interventions: Biomedical and Local Methods ........................................323 
   Enough is Enough ....................................................................................325 
   A Woman’s Decision?  ............................................................................325 
   (Attempted) Abortions as Family Planning .............................................328 
    The “typical” abortion (attempt) ..................................................330 
 Menopause .......................................................................................................................331 
 Summary: Reproductive Lives ........................................................................................333 
 
CHAPTER NINE: SEX, MARRIAGE AND SEXUAL INEQUALITY ....................................335 
 Sexual Assault and Coercion in Youth ............................................................................337 
 The Larger Context of Sexual Assault .............................................................................338 
  Love Magic = Coercive Magic ............................................................................341 
   Teaching a Lesson....................................................................................342 
    Teaching her a lesson is not always with love magic ..................345 
  Marriage ...............................................................................................................349 
   Marriage and Sexual Assault ...................................................................355 
  Selling Sex: A New Behavior or a New Version of It? .......................................358 
vi 
 
 Sexually Transmitted Infections ......................................................................................360 
  Lack of Knowledge of STI/HIV ..........................................................................365 
  HIV/AIDS ............................................................................................................367 
  The Partner’s Role ...............................................................................................369 
  Stigma and Shame................................................................................................373 
 Summary: Women’s SRH Lives ......................................................................................376 
 
CHAPTER TEN: DISCUSSION .................................................................................................378 
 The Bodies .......................................................................................................................379 
  The Body Politic: Surveillance, Control and Movement of Chuukese  
  Transnational Women ..........................................................................................379 
  The Social Body: Symbolic Representations of Chuukese Women ....................382 
   Gender and the Social Body ....................................................................383 
  The Individual Body: Lived Experiences ............................................................388 
  The Stratified Migrant Body ................................................................................390 
 
CHAPTER ELEVEN: CONCLUSIONS AND RECOMMNEDATIONS .................................393 
 Recommendations ............................................................................................................395 
  Policy Recommendations.....................................................................................395 
   Federal Level (U.S. and FSM) ................................................................ 395 
   Territory Level (Guam)............................................................................396 
    Fix some of the bureaucratic headaches ......................................398 
    Elucidate the confusing processes ...............................................398 
    Transportation ..............................................................................399 
  Clinic Recommendations .....................................................................................399 
   Anthropology and “Cultural Competency” .............................................399 
    Anthropological critiques of “cultural competency” ...................402 
   Patient Competency Instead of Cultural Competency .............................406 
   Time Flexibility .......................................................................................410 
   Linking People to Care ............................................................................411 
   Translation ...............................................................................................412 
  Individual Level Recommendations ....................................................................413 
 Future Directions .............................................................................................................414 
 Clinic Recommendations .....................................................................................414 
 Community-Based Recommendations.................................................................415 
 Final Thoughts .................................................................................................................417 
 
REFERENCES CITED ................................................................................................................419 
 
APPENDIX A: INTERVIEW GUIDES ......................................................................................471 
 
APPENDIX B: IRB APPROVAL LETTERS .............................................................................479 
 
  
vii 
 
 
 
LIST OF TABLES 
 
 
Table 4.1. Research Questions and Data Collection Methods ................................................93 
 
Table 4.2. Clinic Participants ..................................................................................................99 
 
Table 4.3. Life History Participants: Demographic Profiles .................................................109 
 
Table 8.1. Births of Participants by Location .......................................................................310 
 
 
  
viii 
 
 
 
 
 
LIST OF FIGURES 
 
Figure 1.1. Map of Micronesia ...................................................................................................3 
 
Figure 2.1. Map of Guam and the Commonwealth of the Northern Marianas Islands ............20 
 
Figure 2.2. Map of the Federated States of Micronesia ...........................................................27 
 
Figure 2.3. Map of Chuuk State ...............................................................................................34 
 
Figure 2.4. Map of Chuuk Lagoon ...........................................................................................35 
 
Figure 2.5. Typical Friday Traffic in Wééné............................................................................36 
 
Figure 2.6. Diversity of Housing in Chuuk ..............................................................................37 
 
Figure 5.1. Traditional (Tortoise Shell) Chuukese Comb ......................................................154 
 
Figure 5.2. Modern (Plastic) Chuukese Comb .......................................................................155 
 
Figure 5.3. Women Wearing Chuukese Skirts .......................................................................155 
 
Figure 5.4. Chuukese Women in Chuukese Skirts and Mumus .............................................156 
 
Figure 6.1. Guam Map by Village and Population .................................................................163 
 
Figure 7.1. One of Two Clinic Examination Rooms ..............................................................253 
 
Figure 7.2. Prenatal Patient Waiting Room ............................................................................253 
 
Figure 9.1. The Chlamydia Candy Jar ....................................................................................363 
 
Figure 9.2. Giveaway Bags for Pregnant Women Depicting HIV Stigma Reduction 
Messages ..............................................................................................................369 
 
  
ix 
 
 
 
 
 
 
ABSTRACT 
 
 
Chuuk, one state of the Federated States of Micronesia (FSM), experiences significant 
transnational migration to the United States (U.S.), particularly to the Territory of Guam.  This 
migration is facilitated by the Compact of Free Association (COFA), an agreement with several 
Micronesian countries previously under U.S. administration that allows for free movement of 
their citizens into the U.S.  Although part of Micronesia, Guam’s colonized residents resist an 
identity connected to rest of Micronesia. With very poor health outcomes, the Chuukese 
represent a political and social body of bodies that bring sickness, babies and increased costs to 
the Guam government without adequate compensation by their colonizer sanctioning the 
migration.  In order to better understand why Chuukese women suffer disproportionately poor 
reproductive health outcomes as compared to the rest of Guam’s residents, this multi-sited 
dissertation examines how Chuukese women’s reproduction is constructed and conceptualized 
by women, their families, and their “home” and “host” communities, and how these meanings 
are mediated by transnational migrant experiences between Chuuk and Guam.  Using a critical 
interpretive framework, this study utilized participant observation in the clinics and 
communities, interviews with health care workers, and in-depth life history interviews with 
fifteen Chuukese women.  This dissertation situates Chuukese women’s reproduction in the 
context of transnational migration through an analysis of social, economic and political 
processes, health and social services policies and practices, postcolonial migration and 
sociocultural meanings of reproduction for Chuukese women in both Chuuk and Guam. 
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CHAPTER ONE 
INTRODUCTION 
 
The Pacific region of Micronesia has been the site of frequent colonial projects over the 
past four centuries, resulting in inconsistent and discontinuous development up to present day 
(Grieco 2003).  Several of the islands in the region gained independence in 1986 through the 
Compact of Free Association (COFA) with the United States (U.S.); subsequently, citizens from 
these newly-independent nations were permitted to live and work in the U.S. with the unique 
status of “nonimmigrants.”  Chuuk, representing one state of the Federated States of Micronesia 
(FSM)—a nation created by the Compact—experiences significant transnational migration to the 
U.S., particularly to the territory of Guam (Bautista 2010; Grieco 2003; Levin 2010; Marshall 
2004).  Chuuk’s poverty and poor infrastructure create an environment where migration to 
nearby Guam is necessary for those who want to maintain close proximity to Chuuk, but also 
obtain adequate health care, education, and jobs (Bautista 2010; Hezel 2001; Marshall 2004).  
Recent research has demonstrated that COFA migrants (and in particular Chuukese migrants) 
experience disproportionately high rates of adverse reproductive health outcomes in Guam and 
Hawai'i (Haddock, et al. 2009; Pobutsky, et al. 2005; Yamada and Pobutsky 2009).  However, to 
date little research has been conducted on the socio-cultural dynamics of reproduction in COFA 
trans-migrant communities, and the way in which reproduction, sexuality, and the family are 
negotiated in these postcolonial (and in Guam’s case, neo-colonial) transnational spaces.    
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This dissertation examines how Chuukese women’s reproduction is constructed and 
conceptualized by women, their families, and their “home” and “host” communities, and how 
these meanings are mediated by transnational migrant experiences between Chuuk and Guam.  
This multi-sited dissertation employs Lock and Scheper-Hughes’ (1996) critical interpretive 
medical anthropology, to situate reproduction in the context of transnational migration through 
an analysis of social and political processes, health policies and practices, and local, personal 
experiences of women living between Chuuk and Guam.  Through participant observation in 
clinics and communities, key interviews with health care providers, and life history interviews 
with Chuukese transnational women, this dissertation investigated Chuukese women’s 
transnational experiences of reproduction, and finally, their reproductive health.     
This introductory chapter provides a brief overview of the setting(s) in which this study 
was conducted, the theoretical framework and research questions guiding the study, and the 
methods employed in this transnational context.  In this chapter I will also provide a snapshot of 
the available epidemiological data demonstrating Chuukese women’s poor reproductive health 
outcomes.  Finally, this chapter will outline the findings of the study.  Through an outline of 
chapters, I will provide a brief synopsis of the intricate ways in which migration narratives and 
identity, clinical realities, medical pluralism and the social life of reproduction intersect to shape 
Chuukese women’s reproductive experiences—and ultimately—their reproductive health.   
KEY TERMS 
MICRONESIA 
First, a brief clarification on my position and use of the term “Micronesia” is necessary, 
as it is used throughout the existing literature in several inconsistent ways and has sparked some 
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debate among scholars.
1
  I am particularly interested in the region of Micronesia that has been 
colonized by the United States (U.S.); therefore my use of Micronesia will specifically refer to 
what some have deemed “American Micronesia” (Kiste 1999:433).  Thus, in this dissertation 
Micronesia will refer to Guam, the Commonwealth of the Northern Mariana Islands (CNMI), the 
Republic of the Marshall Islands (RMI), the Federated States of Micronesia (FSM, including 
Chuuk, Pohnpei, Kosrae, and Yap), and the Republic of Palau (ROP)
 2
.  See Figure 1.1 for a map 
of this region. 
 
Figure 1.1.  Map of Micronesia 
Source: http://www.prh.noaa.gov/forecast.php  
 
REPRODUCTIVE HEALTH 
Much like the term Micronesia, “reproductive health” is also a contested linguistic term, 
therefore I must clarify my position for its use.  The World Health Organization (WHO) defines 
                                   
1
The region of the western central Pacific has a long history of colonial rule, which plays a role in its association 
with the term “Micronesia.”  Hanlon (1989) argued that “…Micronesia has existed only in the minds of people from 
the outside who have sought to create an administrative entity for the purposes of control and rule” (1).  Rainbird 
(2003) asserted that the naming of Micronesia is based on the absence of shared cultural traits in the region when 
compared to the rest of Oceania (i.e.. common language, taboo), rather than presence of shared traits in the region.  
On the other hand, borrowing from Strathern’s concept of “partial connections,” Marshall described a certain 
“Micronesian-ness” of “partially connected” societies, outlining the many cultural attributes that are shared in this 
region (1999a:108). 
2
 Thus, this review will not include Kiribati or Nauru. 
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reproductive health as people’s ability to “have a responsible, satisfying and safe sex life” 
including “the capability to reproduce and the freedom to decide if, when and how often to do 
so” (WHO 2011).  As an anthropologist, I support this holistic definition.  In this dissertation, 
safe and healthy sex practices, prevention of sexually transmitted infections, healthy pregnancies, 
control of reproduction and comfortable, safe health care access are all encompassed in my use 
of the term reproductive health.  
THE SETTING(S) 
This multi-sited research took place in Guam, U.S. and Chuuk, FSM.  Guam is an 
unincorporated territory of the U.S., characterized by a very long colonial history, a large and 
diverse migrant population, and a shrinking indigenous population marginalized in their own 
community by their neo-colonial relationship with the U.S.  The indigenous Chamorro of Guam 
have endured several strangers in their land, from the time Magellan landed in 1521 and claimed 
it for Spain, until present day when over 30 percent of the land is U.S. military-owned (Rogers 
1995).  As a result of their various colonizers’ decisions, Guam has been forced to accept 
migrants from the Philippines for several guest-worker programs over centuries, U.S. military 
families stationed on their two bases, and most recently, Micronesians from the rest of the region 
whose newly formed countries are in Compact of Free Association (COFA) with the U.S. 
(Rogers 1995).  There is tension between and among each of these migrant groups and the 
indigenous Chamorro population (Diaz 2010).  The U.S. military keeps largely isolated on the 
base, finding the locals to be too “foreign” for them.  Filipinos represent 26 percent of the island 
(Census Bureau 2013) and have become a permanent community in Guam, but tension over 
them taking the best jobs exists, as does this rhetoric in the Filipino community that the islanders 
(both Chamorros and other Micronesians) are lazy, so they (the Filipinos) come and “do good 
5 
 
work” thus deserving the good jobs (Diaz 2010).  The third largest group is the Micronesians, 
most notably the Chuukese, brought by the COFA agreement.   
  The COFA agreement with the U.S. and several islands in Micronesia is the result of a 40 
year “strategic trusteeship” that commenced at the end of World War II (Hezel 1995: 256).  With 
this Compact, three new nations were formed, and the U.S. funds education, economic, and 
political development in exchange for having the right of denial of foreign entry and military 
power (Hezel 1995).  The emergence of the COFA is of significant importance to this 
dissertation because one of the provisions of the COFA is that citizens of COFA nations can 
travel, live and work in the U.S. with the status of “nonimmigrants.”  COFA “nonimmigrants” 
began moving into the U.S. rapidly after the COFA agreement, starting with nearby Guam for 
better education, jobs, and access to health care (Bautista 2010, Hezel and McGrath 1989, 
Marshall 2004, Rubinstein and Levin 1992). 
In Guam even in the early years after the COFA, the Chuukese dominated the migration 
pool (Hezel and McGrath 1989; Rubinstein and Levin 1992).  Chuuk is the most populated state 
within the Federated States of Micronesia, one nation created by the Compact.  Chuuk is also the 
poorest state, with a deteriorating health care system (Feasley and Lawrence 1998).   
The Chuukese have been the focus of negative reactions toward COFA migrants in Guam 
(Hezel 2001; Hezel and McGrath 1989).  What is commonly referred to as the “Compact 
Impact” is the frustration with citizens from Compact countries, and Chuuk in particular, moving 
and using Guam’s resources without adequate reimbursement by the U.S. (Levin 2010).  
Thus, resentment and discrimination toward COFA migrants, although technically related 
to the U.S. sanctioned migration and un-kept promises for reimbursement, is often instead 
directed toward the Chuukese migrants themselves.  Rhetoric about the Chuukese coming only to 
6 
 
give birth for U.S. citizenship, food stamps and welfare is widespread, as is an association of all 
Micronesians as “primitive” and “backwards” in contrast to the “modern” and “westernized” 
Chamorros (Bautista 2010).   
REPRODUCTIVE HEALTH INDICATORS 
Unfortunately, the deteriorating infrastructure in Chuuk and the often “neglected” 
colonial infrastructure of Guam inhibit regular collection and analysis of standard reproductive 
health indicators.  Further, those which are collected—especially in Chuuk—are often 
considered incomplete due to considerable underreporting.  Yet, the little data available do 
delineate negative outcomes faced by Micronesian women.  First, the major causes of death in 
the FSM include pre-maturity and complications during pregnancy and labor (FSM 2010, 2012).  
In fact, the Infant Mortality Rate (IMR) of Chuuk is 22
3
 as opposed to Guam’s IMR of 12.7 per 
1,000 live births
4
 (FSM 2012; GovGuam 2012).  As this dissertation will portray, women 
recognize the risk of birthing in Chuuk and make considerable efforts to get out of Chuuk to 
access safe health care.   
Yet in Guam, Chuukese women are not always getting the health care they often migrate 
to receive.  For example, Haddock and colleagues (2008) found that Micronesian women only 
represented nine percent of women of childbearing age in Guam, but accounted for 54 percent of 
deliveries with no prenatal care.  Similarly, Alur and colleagues (2002) examined how the 
percentage of infants born to Micronesian mothers with gestational diabetes was five percent as 
opposed to 3.7 percent among non-Micronesians, which led to almost double the amount of C-
sections performed on Micronesian women.   
                                   
3
 This number is actually very low for Chuuk; it was 40 per 1,000 live births in 2000.  The report that indicates 22 
per 1,000 live births, however also describes serious underreporting issues in the FSM (and especially Chuuk). 
4
 Both of which are much higher than the U.S. average of 6.1 per 1,000 live births (Hoyert and Xu 2012). 
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With regard to sexually transmitted infections (STIs), current incidence and prevalence 
data are not available for Chuuk, some reasons of which will be explored in Chapter Seven of 
this dissertation.  However, in “host” communities, research has continued to find that 
Micronesians are disproportionately impacted.  Examining incidence data from 1998 to 2002, 
Haddock and colleagues (2009) found Micronesians to have the highest incidence rates of 
cervical cancer on Guam: 27.4 per 100,000 population as compared to 16.2 for Chamorros and 
8.5 for Asians.
5
  Additionally, although Micronesians make up merely 12 percent of Guam’s 
population, in 2012 they accounted for approximately 26 percent of new Chlamydia cases 
(n=263), 28 percent of new gonorrhea cases (n=26), 27 percent of new HIV cases (n=3) and 43 
percent of new syphilis cases (n=12, latent and infectious) (Census Bureau 2013; GovGuam 
2013).  Researchers and health care workers in Guam and Hawai'i have expressed considerable 
concern for the disproportionally high rates in this population, and the subsequent impact on 
birth outcomes (Haddock, et al. 2008; Haddock, et al. 2009; Kawamoto 2009; Pobutsky, et al. 
2005; Pobutsky, et al. 2009; Yamada and Pobutsky 2009; Wong and Kawamoto 2010).  These 
poor outcomes formed the impetus for this dissertation study. 
THEORETICAL INFLUENCES 
While feminist thought and feminist work in anthropology has appeared since the early 
20
th
 century, the 1970’s second wave feminist movement marked the beginning of a true feminist 
anthropology (Collier 1974; di Leonardo 1991; Rosaldo and Lamphere 1974). During this time 
feminist anthropologists attempted to rewrite ethnographies with women’s perspectives and 
rethink current theory with consideration of women (Ardner 2006; Brown 1970; Ortner 1972).  
                                   
5
 The U.S. incidence rate is 9.6 per 100,000.  To be clear this is cervical cancer (not HPV) incidence - as in already 
advanced. 
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In doing so, several feminist anthropologists found themselves focused on reproduction. 
Drawing from a then growing body of literature, Ginsburg and Rapp (1991) offered their 
analysis of the politics of reproduction; they delineated how reproduction was represented and 
experienced in every aspect of human social and cultural life, primarily because it is responsible 
for the biological and social reproduction of cultures (see also Ginsburg and Rapp 1995). 
The politics of reproduction draws from several bodies of literature in attesting to the 
centrality of reproduction to social life.  First, biological reproduction is a social event that 
connects the reproduction of bodies with the reproduction of society, as is represented by the 
traditions of Marx and Engels (Ginsburg and Rapp 1991, 1995).  Additionally, an analysis of 
how power is structured and enacted is particularly fruitful when considering reproduction, as it 
relates to Foucault’s (1978) work on the dialectic between strategies of the state (such as control 
of reproduction) and resistance to them, as well as surveillance of bodies—such as increased 
attention to reproduction—and concern for reproduction of the “right” body politic (Ginsburg 
and Rapp 1991, 1995; Rapp 2001).  Moreover, a study of reproduction is inevitably linked to an 
analysis of gendered processes, kinship and the family, medicalization, social hierarchies and 
concerns of the control of both the social and individual body (Browner 2001; Ginsburg and 
Rapp 1991, 1995; Greenlaugh 1995; Scheper-Hughes and Lock 1987).  
Ginsburg and Rapp also paid particular attention to what Shellee Colen (1995) termed 
“stratified reproduction,” a concept to demarcate how social stratification is represented and 
perpetuated by reproduction.  Colen (1995) argued that not only do social inequalities stratify 
reproduction but that stratification is reproduced through reproduction.  This hierarchical 
stratification of women’s reproductive lives is a useful way to highlight the centrality of 
reproduction in understanding inequality and sources of power, subordination, and resistance to 
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influences controlling the reproduction of peoples and cultures.  The concept of stratified 
reproduction has served as a useful framework through which to understand migrant experiences 
in a variety of “home” and “host” communities (Castañeda 2008; Chavez 2004; Fleuriet 2009; 
Willen 2005).   
This dissertation is also guided by Lock and Scheper-Hughes (1996)’s critical 
interpretive medical anthropology.  Similar to Ginsburg and Rapp’s synthesis of reproduction 
(1991), Lock and Scheper-Hughes argue that discussions about the body and about sexuality 
“tend to be talk about the nature of society” (1996:57).  In conceptualizing what they deemed the 
“mindful body,” Scheper-Hughes and Lock (1987) addressed three domains through which 
medical anthropologists should frame their work: the individual body, or the “phenomenological 
sense of the lived experience of the body-self;” the social body, or the “body as a natural symbol 
to think about nature, society and culture;” and the body politic, or the “regulation, surveillance 
and control of bodies” (7).  These three bodies represent a “working synthesis of three theoretical 
approaches: existential phenomenology (the individual body-self); structural and symbolic 
anthropology (the social body); and critical theory … (the body politic)” (Scheper-Hughes 
1993:232).  Thus, this approach to medical anthropology is particularly useful to understand 
experience, meanings, and social structure, but also political economy, power and control.   
WHY REPRODUCTIVE HEALTH?  
The political-economy of health or the adoption of Marx’s ideas of capitalism, class 
struggle and inequality and their impact on health is why a study of reproductive health is 
important (Baer, et al. 2003).  Essentially, health is a great indicator of inequality, and 
reproduction is a great venue through which to explore the human experience; thus reproductive 
health is well suited for studying women both with a critical and interpretive lens.  A study of 
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Chuukese reproductive health is in actuality an in-depth study of Chuukese women’s lives 
through the lens of reproduction.  Keeping this in mind, an exploration of Chuukese women’s 
reproduction must be one that encompasses the various elements that have an impact on their 
reproduction: socio-cultural ideas about gender, sexuality and reproduction; the colonial history 
of Chuuk and their host community, Guam; and socioeconomic conditions, health care access, 
and women’s transnational movements.  This dissertation addresses each of these elements as it 
unravels the various dimensions shaping Chuukese women’s reproductive lives and health. 
RESEARCH QUESTIONS 
Following their critical interpretive medical anthropology (1996) approach, this 
dissertation examines the intersection of the control and movement of Chuukese transnational 
women’s bodies through Guam and Chuuk (body politic), representations of their body in society 
(social body) and reproductive experiences in transnational spaces (individual body).  The 
following research questions guided this dissertation study: 
1) Policies and Practices. What public health and social service policies are directed 
toward Chuukese reproduction in Chuuk and Guam? 
2) Representations of Reproduction. How is Chuukese transnational women’s 
reproduction represented in Chuuk and Guam?  Does reproduction take new social form 
when women move?  What do representations of reproduction reveal about larger societal 
perceptions of Chuukese transnational migration between Chuuk and Guam? 
3) Reproductive Experiences. How do these policies, practices and social representations 
impact Chuukese women’s reproductive experiences? How do Chuukese women 
experience, understand, and negotiate their role as reproducers, both biologically and 
socially, as part of both Chuuk and Guam?   
4) Intersection: Reproductive Health.  How is Chuukese women’s reproductive health 
impacted (i.e., stratified) by policies and practices; social meanings and representations; 
and individual experiences of reproduction, in this transnational context? 
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METHODS EMPLOYED 
This multi-sited research project proceeded in two sites: Chuuk and Guam, and two 
cultural sites: communities and biomedical clinics.  Over the course of two years, I conducted 
participant observation in three publicly funded health clinics in Guam and one in Chuuk serving 
Chuukese women’s reproductive health needs, followed by semi-structured interviews with 
health care workers (n=24).  During this time I also conducted participant observation with 
Chuukese women in Chuuk and Guam, which culminated into life history interviews with 
Chuukese women currently living in Guam (n=10) or previously living in Guam (n=5).  Findings 
triangulated from participant observation and interviews in both sites were analyzed and form the 
core of this dissertation.  The following chapters will delineate the unique elements of each site, 
but return to how they are all interconnected in shaping women’s reproductive lives.  
DISSERTATION OUTLINE 
The following chapters will expand on topics which were introduced here with findings 
from this study.  Chapter Two will introduce the setting(s) in which this study was conducted.  In 
this chapter I will first explore the historical, political, socio-economic and health contexts of 
Guam, United States (U.S.) and Chuuk, Federated States of Micronesia (FSM), with an emphasis 
on the role of the U.S. Federal Government in shaping these contexts.  Next, I will examine how 
the U.S.-Micronesia relationship fosters transnational movements, and describe the specific cases 
of Chuuk as a site of emigration and Guam as a site of immigration, and the relations within and 
between the diverse communities created by such transnational movements.  Chapter Two will 
then introduce the existing ethnographic record as it pertains to Chuukese women, sexuality and 
reproductive health, and examine more closely the public health research which delineates the 
poor reproductive health outcomes faced by Chuukese women; this literature begins to explore 
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reasons for their disproportionately poor reproductive health.  Most importantly, this chapter will 
provide the reader with a historical, social and political lens through which to understand the 
present dissertation study.   
Chapter Three will examine the theoretical frameworks underlying this work, primarily 
the anthropology of reproduction and transnationalism with guidance by Lock and Scheper 
Hughes’ (1986, 1994) critical-interpretive medical anthropology.  First, a historical overview of 
the anthropology of reproduction will situate its value and centrality in understanding social and 
gendered processes.  With a particular focus on stratified reproduction, this chapter will then 
review the anthropology of globalization and the intersection of studying transnational migration 
and reproduction through this particularly illuminating concept.  Finally, this chapter will 
examine Lock and Scheper-Hughes’ (1996) critical interpretive medical anthropology, using 
their three bodies framework.  
Following an examination of theory, Chapter Four will outline the methodology and 
specific methods employed.  With an examination of previous studies of transnational 
reproductive health, this chapter will examine the particular utility of multi-sited studies to 
examine the flow and movement of people, ideas and things.  Further, Chapter Four will explore 
the clinic as a site through which to examine reproductive experiences.  Finally, this chapter will 
explore the unique relevance life history interviews have to studying 1) transnational lives, 2) 
reproductive lives, and 3) women’s lives, all of which form the core of this study’s goals.  
Chapter Four will also discuss ethical considerations that were relevant when conducting, 
analyzing and writing up this research, and the limitations this methodology entailed.   
Chapter Five begins the process of unraveling the intricacies of Chuukese women’s lives 
through an exploration of Chuukese women’s migration narratives.  Drawing from the narratives 
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of two women in particular, I examine the structural, historical, familial, and gendered elements 
shaping women’s migration histories.  These findings provide context to the ways in which 
Chuukese women negotiate moving and living in transnational spaces, and how their lives are 
impacted by transnational movement.  In this chapter I will also explore the daily lives of 
Chuukese women living in Guam.  This section will focus on “being” Chuukese in Guam, with 
an examination of the ways in which resentment, discrimination, and notions of belonging shape 
Chuukese women’s identities in Guam, and their relationships with the greater Guam 
community.  These migration narratives and transnational identities necessarily provide 
important context to the political, experiential, social and symbolic factors shaping Chuukese 
women’s reproduction in transnational contexts.    
Chapter Six will enter the clinic, a primary site for understanding interactions between 
biomedicine, publicly funded services, and communities, and for understanding how the larger 
Guam context is played out in this bounded space.  My time in the clinic(s) revealed how 
healthcare workers (HCW), embedded in Guam’s public health system, interact with Chuukese 
migrant women seeking reproductive and sexual health care.  These findings are separated by 
two major overarching themes: access and interactions.  First, I will examine the structural 
constraints impacting Guam’s public health system, and analyze how services and coverage are 
stratified by citizenship.  I will consider how these structural constraints shape the social contexts 
of the clinic, often inhibiting access to care in several ways.  Chapter Six will then enter the 
clinic, examining how those who do gain access interact with HCWs.  Several elements of the 
clinical encounters I witnessed are demonstrated in migrant communities across the world—
which I will examine—but I will also explore some interesting and unique elements shaping 
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clinical interactions in this community.  Finally, I will explore the hierarchies in the social 
structure of the clinic which inevitably shape these clinical interactions. 
Chapter Seven continues the focus on health care but in a different context: that in 
Chuuk, and that outside of the biomedical encounter.  First, I will describe the Chuuk State 
Health Care system and examine the challenges it faces through my own and interview 
participants’ observations, despite several inspired and hard-working individuals.  These 
challenges are often what warrant women’s desires to leave Chuuk for better health care.  Then, I 
will examine the medical pluralism with which Chuukese women in Chuuk and Guam engage: 
negotiating local and biomedical illnesses and medicine in this transnational arena.    
Chapter Eight returns to the center of this study: Chuukese transnational migrant 
women’s lives.  This chapter examines fifteen women’s sexual and reproductive health histories 
from childhood to menopause, which inevitably demonstrates other life processes and 
experiences “wrapped up” in reproduction (Rapp 2001).  Chapter Eight will go through each life 
stage, return to life-long reproductive and sexual lives, and pay particular attention to some of 
the health risks involved in these lives.  The symbolic value of children and the “right” 
pregnancies will necessarily be emphasized, as they were emphasized by research participants.  
In this Chapter I will also critique some of the ethnographic literature on Chuukese women that I 
consider often overly simplistic and gender-biased. 
Chapter Nine will examine particular, unique life-long elements of Chuukese women’s 
sexual and reproductive lives: their sexuality and sexual experiences.  Drawing from 
reproductive life events depicted in Chapter Eight and discussions about marriage, love, and sex, 
this chapter will examine what I have deemed “sexual inequality” in Chuukese women’s lives.  
Sexual inequality is characterized by sexual double standards between men and women, the 
15 
 
social expectations of women to control all sexuality within and outside of the family, and the 
common and life-long threats of sexual assault Chuukese women endure.  Chapter Nine will also 
examine the inevitable risks for sexually transmitted infections (STIs) created through such 
sexual inequalities.   
Finally, in Chapter Ten, this dissertation will tie the individual body, the social body, and 
the body politic together as I examine the intersection of colonialism, migration, identity, health 
care, and women’s reproductive and sexual lives, and assess how they contribute to women’s 
poor reproductive health outcomes.  Chapter Ten will bridge elements of each important aspect 
of this dissertation and consider them together to understand how they shape Chuukese 
transnational women’s reproductive health.   
Chapter Eleven will conclude this dissertation with an examination of strategies and 
recommendations for improving women’s health.  Having examined structural, social and 
individual factors in this study, I will make recommendations at each level.  The structural 
recommendations are necessarily idealistic, but are imperative to continue conscious 
consideration of the ways in which these global and national structures significantly shape 
people’s lives and health.  The community-based recommendations which follow are more 
feasible, will be largely clinic-based, and are situated in the anthropological literature on cultural 
competency.  Individual recommendations are minimal, in an attempt to counter the frequent 
“educate the people” patient- and culture-blaming initiatives often birthed out of studies 
examining migrant health.  These recommendations will follow with a discussion of important, 
interesting and relevant future directions I plan to take, and I encourage others to engage in 
researching Micronesian transmigrant communities.  In essence, this concludes the dissertation 
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study with a call for more research and more action in COFA communities on the part of social 
scientists. 
A NOTE ON MY POSITION AS A RESEARCHER 
Anthropology has been examining the colonial history, inequality and power wrapped up 
in the discipline for decades now, with particular attention to both our ability to enter 
communities and our power and privilege to represent them (see, for example: Agar 1996; Behar 
and Gordon 1995; Clifford and Marcus 1986; Coffey 1999).  As a white U.S. citizen 
anthropologist working in a place where one of the largest U.S. sponsored anthropology projects 
took place with a specific colonial agenda (see Chapter Two), I felt the need to constantly 
evaluate my position within these communities, a position I write about in this dissertation.  I 
also openly acknowledge my discomfort being the “white girl” telling the stories of “others” and 
studying their health care to the communities I worked with, prompting open and honest 
dialogue.
6
  This privilege was not just something in Chuuk or with Chuukese communities, it is 
further compounded by my status as a white state-sider in (neo-colonial) Guam; a fact I was 
never allowed to forget as I was asked or assumed to be military-affiliated by every new person I 
met.  This unequal power is something with which I have wrestled constantly through this 
project.   
In an attempt to return some of the unequal power that I hold, I have privileged women’s 
voices over my own in my findings, although I acknowledge my position in determining what 
parts of their stories I shared.  Thus, the following chapters will privilege women’s own analyses, 
                                   
6
 My favorite stories from this active dialogue would be my entry into the local perspectives on international (and 
national) aid people who come through with “technical assistance.” Often these people come through with 
completely inappropriate health education or other “capacity building” topics, clearly not understanding of the 
context.  This was not overlooked as I often heard complaints that they (the various consultants) “act as if they know 
our people and how things are here.” 
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explanations, and understandings of their worlds whenever possible.  I have also inserted myself 
in various ways to ensure this study is not bounded, timeless, or assumed to exist without this 
white female American anthropologist. 
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CHAPTER TWO 
BACKGROUND AND SETTING 
 
The region of Micronesia is characterized by these islands’ spread across millions of 
square miles of Pacific Ocean, a long and diverse history of colonization, the large role it played 
in World War II, and the enduring “benign neglect” of the most recent colonizer: the United 
States (U.S.).  With incredibly diverse political, social, and economic histories throughout the 
region, the land (and waters) called “Micronesia” continues to be bounded by and collectively 
experiencing the power of outside forces.  As this chapter will portray, despite unique historical, 
social, and cultural elements of Guam and Chuuk, their histories are also parallel in the power of 
these outside forces—namely the U.S.—in shaping their modern day circumstances.   
In this chapter, I will provide the setting(s) in which this study was conducted.  First, I 
will chronicle the historical, political, socio-economic and health contexts of Guam, U.S. and 
Chuuk, Federated States of Micronesia (FSM), with particular attention to each of their 
relationships with the U.S.  I will examine the unique transnational movements fostered by the 
U.S.-Micronesia relationships, the specific form these movements take for the Chuukese in 
Guam, and the resentment these movements have fostered.  Then, I will briefly introduce the 
ethnographic literature that relates to Chuukese women, sexuality and reproductive health.  Only 
a small body of ethnographic literature on Chuukese reproduction exists, which was a major 
factor in shaping this study to broadly examine all dimensions of reproduction.  Finally, I will 
review the poor health outcomes COFA migrant women face, and provide some insights from 
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the existing literature into how and why Chuukese women suffer disproportionate reproductive 
health outcomes when compared to the rest of Guam’s residents.  First, I will turn to a history of 
Guam and Chuuk. 
THE CONTEXT: GUAM, UNITED STATES 
Guam is the largest island in Micronesia, and the southernmost of the Mariana Islands 
chain.  The Marianas were (and are) home to the indigenous Chamorro, who are hypothesized to 
have arrived from Southeast Asia around 3500 B.P.
7
 (Carucci and Poyer 2002).  See Figure 2.1 
for a Map of the Marianas Islands, including Guam. 
COLONIAL HISTORY 
In 1521, Guam became the first inhabited island in the Pacific Ocean to encounter 
Europeans as it was approached by Magellan and his crew (Rogers 1995).  After this first 
encounter, which included both violence and trade with the indigenous Chamorro of Guam, the 
Spanish quickly returned, claiming all of Micronesia.  This was not because of potential profit, 
but because of fear of the French or Dutch laying claim to these territories, something Rogers 
(1995) calls the beginning of a “denial concept” that has remained part of Micronesia’s colonial 
legacy up to present day (80).  By “denial concept” Rogers (1995) meant political decisions 
regarding “what to do” with these islands are largely made—not necessarily with active interest 
in the islands—but interest denying access to them from other powerful nations.   
 
 
                                   
7
 The Chamorro are indigenous to the entire Marianas Islands chain of which Guam is the southernmost island. 
Guamanian, however, is another term used specifically for the Chamorro of Guam. The term Guamanian came into 
use during World War II when the Japanese invaded Guam with the aid of Northern Marianas Chamorro people.  
More recently Guamanian has become a catch-all term for all Guam residents; in my experience, Chamorro has been 
re-appropriated for indigenous Guam residents as part of the Chamorro rights movement (see discussion below). 
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Figure 2.1. Map of Guam and the Commonwealth of the Northern Marianas Islands  
Source: http://www.lib.utexas.edu/maps/islands_oceans_poles/nomarianaislands.jpg  
 
 Although technically the Spaniards claimed several parts of Micronesia, their attention 
remained in the Marianas and particularly in Guam for the majority of their time of rule, which 
lasted from 1521 to 1898 (Rogers 1995).  Guam quickly became a central port in the Pacific and 
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a place for the mission of the Catholic Church.  The Spanish military ruled over the island during 
this period of time, and “Chamorros became peripheral to the political and economic 
development of their island” (Rogers 1995:106).  Very early in colonial rule, Guam also became 
a place where other colonized people were brought by their colonizers.  The first such case was 
the arrival of (recently colonized) Filipinos, who were brought over to help convert the 
Chamorro people into Catholics, build infrastructure, and support the Spanish troops (Rogers 
1995).   
 The U.S. took control of Guam 1898 following the Spanish-American War (Rogers 
1995).  Soon after the American takeover, the citizens of Guam began asserting requests for their 
rights to govern the island (Rogers 1995).  The first of these requests was brought to U.S. 
Congress in 1901; it and each subsequent request over the next 48 years was denied because of 
U.S. Navy opposition that deemed Guam an important strategic location for U.S. security 
interests.  These efforts were particularly energetic after other U.S. possessions were given rights 
such as citizenship and some levels of self-government (i.e., Puerto Rico in 1917, the U.S. Virgin 
Islands in 1927, the Philippines in 1934)—but the Navy continued to argue the importance of 
Guam as a strategic possession—perpetuating the legacy of strategic denial (Rogers 1995). 
With the exception of the Japanese occupation during World War II, the U.S. has 
remained in control of Guam since 1898 (Rogers 1995).  The occupation by the Japanese was 
assisted by Chamorro soldiers of the Northern Marianas, an area that was controlled by Japan 
post-WWI.  This occupation had a lasting impact on Guam; collective memories of this war 
describe the violence Guamanians encountered, including mass killings and rape by Japanese 
soldiers (Poyer, et al. 2001; Rogers 1995).  Because this was a time of great violence, the return 
of the U.S. toward the end of the War was seen as more of a grateful rescue than as another 
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occupation.  Unfortunately, relations between the Chamorro of Guam and Northern Marianas 
were characterized by hostility for many years after the war (Rogers 1995).   
As Guam began to rebuild from this occupation and after fighting for the U.S. in WWII, 
it finally got the attention of U.S. Congress for some recognition and autonomy (Rogers 1995).  
In 1949, following a Congress of Guam walk-out, in which congressional members refused to 
return to work until the U.S. clarified Guam’s status, the U.S. Congress passed the Organic Act 
of 1950 (Diaz 2010; Rogers 1995).  The Organic Act transferred rule of Guam from the U.S. 
Navy to the Department of the Interior, made Guam’s governorship civilian instead of Navy (but 
still appointed), and gave Congressional (instead of constitutional) citizenship to the Chamorro 
of Guam (Rogers 1995)
8
.  This act also made Guam an unincorporated territory instead of a 
possession, which meant that it was “not integral parts of the United States” and there was “no 
promise of statehood or a status approaching statehood” in its future (Rogers 1995:222).  
Congressional citizenship and unincorporated status thus allowed Guamanians to become 
American citizens, but did not give them all the social and economic benefits of states, nor did it 
allow them to vote for the U.S. President (Rogers 1995).  Rogers described the complex status of 
their citizenship to have led Guamanians to consider themselves “second-class Americans” 
(1995:226). 
In the ensuing decades following the Organic Act, Guam secured more self-governing 
control.  Some important examples of increased self-government include the opening of its 
borders in 1962 to normal U.S. immigration (previously a Navy-controlled system), a locally 
elected Governor in 1968, and a delegate position to U.S. Congress in 1972  (who cannot vote on 
                                   
8
 The difference between congressional and constitutional citizenship is that congress can repeal Guam’s citizenship 
at any time.  State-based American citizens’ citizenship is protected by the U.S. Constitution. 
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the Floor but cannot vote in committees) (Rogers 1995).  Despite the economic growth and some 
increased autonomy, Guam’s political relationship overall with the U.S. has continued to be one 
of “ambiguity and ambivalence” as neither independence nor statehood has been achieved (Perez 
2002:462). 
 The 1970’s was a time of significant changes in Guam beyond its first chance at (partial) 
congressional representation and locally elected Government.  It was during this decade that 
other nations of the Trust Territory of the Pacific Islands (TTPI) began to work toward their 
independence from the U.S., including the Northern Mariana Islands, which became a 
Commonwealth (CNMI) in 1975.  Guam was given the choice to reunite with the rest of the 
Marianas and become a part of this Commonwealth, but voted against it, something often 
attributed to the lasting hostilities associated with World War II (Rogers 1995).  This was also 
the era in which the tourist industry grew significantly, mostly consisting of Japanese tourists, 
and the U.S. used Guam as a “processing” location for Vietnamese refugees during the Vietnam 
war, many of whom stayed in Guam (Rogers 1995).  The Vietnamese represent a second group 
of immigrants brought to Guam by their colonizers.  The 1980’s continued Guam’s quest toward 
a more clear relationship with the United States.  Guam delegates lobbied in Congress to become 
a Commonwealth and a Commonwealth act was drafted and voted on by Guam citizens, and 
subsequently denied because of too many provisions the U.S. government refused to accept 
(Rogers 1995).  The bill received a congressional hearing in 1997 as well, but was again denied 
because of Guam’s requests for immigration control, mutual consent for land use, and Chamorro 
self-determination which left the rest of island residents out of self-determination plans (Perez 
2002).  Guam did, however gain a supreme court in 1998, which is directly linked to the U.S. 
24 
 
Supreme Court (Perez 2002).  Recent self-determination efforts have continued attempts to 
become a Commonwealth; drafted acts have been denied by U.S. Congress each time (2002).   
Perez’s (2002) description of “ambiguity and ambivalence” of the Guam Chamorros’ 
relationship with the U.S. still persists today (462).  Recently Michael Bevacqua, an indigenous 
scholar in Guam, has connected Guam’s ambiguous and second-class relationship to the U.S. 
through Agamben’s (1995) work on sovereignty (2012).  Agamben’s work examines the ways in 
which sovereignty is formed only with an understanding of that which is not completely 
sovereign—but also that which is not completely excluded—a concept Agamben considers 
“homo sacer” or bare life.  Exploring how Guam fits the criteria of “homo sacer,” Bevacqua 
posits:  
Guam […] takes on a curious significance, as it is placed right on the edge of an 
edge.  As the United States, America and the world are laid out, Guam represents 
a piece of the outside inside or the inside outside, an exceptional zone, which can 
conceivably be used to represent the exteriority of the interiority of the United 
States […] Guam is therefore like a distant outpost, not really part of the foreign 
or the domestic.  It is too simplistic to say that it straddles these two ways of 
mapping the world or a particular nation.  It is instead something […] that can be 
pulled back and forth across that line. [2012:59] 
 
Thus, considering Agamben’s (1995) original concept of sovereign is defined in a dialectical 
relationship to the people, Bevacqua (2012) reshaped it and argued that U.S power and 
sovereignty is constructed and recognized only in juxtaposition with its ambiguous colonies 
“pulled back and forth across” that national line of belonging, such as Guam (Bevacqua 
2012:59).  
SOCIO-ECONOMIC CONTEXT 
Economically, Guam was booming toward the end of the 1980’s with the tourist industry 
bringing in nearly one million people per year—yet another group entering Guam—but suffered 
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during the worldwide recession of the 1990’s (Rogers 1995).  Guam’s economy became more 
dependent on Japan’s economic climate than on the U.S. because of this large tourist industry, a 
dependence that still exists today (Rogers 1995).  During this decade, the Compact of Free 
Association (COFA) was enacted, allowing for more colonizer-sanctioned migration into Guam 
(Hezel 1995) (see below).   
 Most recently Guam has been positioned as a location for a very large military buildup, 
with plans to transfer Marines from Okinawa over the next few years (these dates continue to 
change) (http://www.guambuildup.com/).  Marsh and Taitano (2010) described this buildup as a 
“major boost to the economy with attendant political and social consequences” (130).  The 
military buildup will mean the infusion of significant funds, but with environmental and social 
impacts (2010).  This buildup has also been described as the latest in a series of barriers to 
Guam’s self-determination movement, since the military will have increased interest in the 
control of the island (2010).  It is the most recent demonstration of what Rogers described as a 
relationship of strategic denial, using Guam as a strategic military base just in case, but also 
denying it the rights of being an American state or even a Commonwealth.  As recently as 2009, 
Guam sent an agenda of concerns to President Obama regarding its self-determination, 
immigration issues, buildup infrastructure, and COFA-impact funding, but nothing has been 
done to date (Marsh and Taitano 2011). 
While the U.S. neo-colonial relationship with Guam has created several communities 
through the movement of other colonized people through Guam, the Chamorro self-
determination movement has largely left other ethnic groups out of their quest for more 
autonomy, including the Filipinos, despite the fact that they represent 26 percent of the 
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population
9
 (Census Bureau 2013).  Diaz (1995, 2010) argued that Chamorro/non-Chamorro 
relations—namely Chamorro-Filipino relations—have always been tense in Guam; although it is 
rarely acknowledged that their relationships have largely been created by shared colonial forces; 
first the Spanish and then U.S. (1995:156).  In this dissertation, I argue that the same can be said 
for Chamorro-Micronesian relationships (see Chapter Five). 
HEALTH CARE 
 Guam is considered to have the best health care in Micronesia (Feasley and Lawrence 
1998), spending thirteen times what Chuuk does on health care per capita (Haddock 2010).  
Guam has one public hospital and the U.S. Navy hospital (for military personnel).  Preventative 
services are provided by the Guam Department of Public Health and Social Services (GDPHSS), 
including prenatal care, family planning, and screening and treatment services for sexually 
transmitted diseases (STDs)
10
 and Human Immunodeficiency Virus (HIV).  Guam has health 
care services and insurance for all residents through programs that serve under- and uninsured 
residents (Feasley and Lawrence 1998).   
Despite being the best in Micronesia, Guam’s health care system is considered 
substandard in comparison to the rest of the U.S. (Haddock 2010).  In fact, Guam receives 
approximately one-fifth of the amount of funding per capita for health care than states (Haddock 
2010:35).  This disparity is most apparent in the state of Guam Memorial Hospital (GMH), 
                                   
9
 Guam’s total population was 159,358 people as of the 2010 U.S. Census.  The Chamorro represent 37 percent of 
the population, while Filipinos represent 26 percent and the Chuukese alone represent seven percent of the 
population (Census Bureau 2013). “Other Native Hawaiians and Pacific Islanders” (including non-Chuukese COFA 
migrants) represent five percent of the population of Guam (Census Bureau 2013).  Guam also has a considerable 
amount of Korean (two percent), other Asian (nearly four percent), and white (seven percent) residents, as well as 
people who identify with one or more ethnic groups (ten percent) (Census Bureau 2013). 
10
 Sexually transmitted diseases (STDs) is an older term for Sexually transmitted infections (STIs).  “Disease” was 
changed to alleviate the stigma associated with disease and the inaccuracy that “disease” may represent (indicating 
all are long-term sickness, which is not true).  Many public health departments still use the term STD in their testing 
protocols and their department names.  Thus, when referring to a particular department STD will be used, but when 
discussing the topic more generally, STI will be used.  Both mean infections spread through sexual contact. 
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which has been a constant source of billing issues, fraud, and supply shortages for decades 
(Feasley and Lawrence 1998; Rogers 1995).  The Health Care Financing Administration has 
cited it for problems ranging from building upkeep to hiring untrained personnel (Feasley and 
Lawrence 1998).  The duality of being one of the best in Micronesia and one of the worst in the 
U.S. is another example of Guam’s unique situation derived from its colonial history with the 
U.S.  Chapter Five will further explore Guam’s health care system. 
THE CONTEXT: CHUUK, FEDERATED STATES OF MICRONESIA 
The Caroline Islands encompass what is known as the Federated States of Micronesia 
(FSM), including Chuuk, which are thought to have settled around 2000 B.P. (Carucci and Poyer 
2002).  Although these islands constitute one nation, they contain significant diversity, which 
impacts the overall cohesiveness of the FSM (Carucci and Poyer 2002).  See Figure 2.2 for a 
Map of the FSM.  The history of Guam and Chuuk differ in regards in the first settlers to the 
region, as well as their colonial experiences.  
 
Figure 2.2. Map of the Federated States of Micronesia  
Source: http://www.fsmgov.org/info/maplg.gif  
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COLONIAL HISTORY 
Spain also claimed the Caroline Islands when colonizing Guam in the 16
th
 century, but 
with the exception of being named after King Carlos II in the 18
th
 century, these islands were 
largely ignored for over two hundred years (Hezel 1995).  The 19
th
 century marked an increasing 
presence of outsiders including American missionaries, whalers, and various merchants passing 
through and setting up trade networks and churches (Hezel 1995).  It is during this time that 
Chuuk first gained a reputation for what Hezel described as a “notorious inhospitality toward 
strangers,” after Chuuk residents threatened and killed some of the traders and others who went 
ashore (1995:63).  Missionaries also reported constant warfare in Chuuk between villages and 
islands, which has been attributed to a lack of central authority (Hezel 1995). 
 Colonial powers also changed hands in the Caroline Islands as a result of the Spanish-
American War, but instead of the U.S. taking control, Germany did.  Germany already had 
control of the Marshall Islands, and “purchased” all of Spanish Micronesia, including the 
Caroline and Northern Mariana Islands from Spain during the Treaty of Paris in 1899 (Hanlon 
1994; Hezel 1995, Rogers 1995).  Germany thus “ruled” in the area for approximately 15 years, 
and began the process of building schools and hospitals in the region.  The Germans are said to 
have “settled” Chuuk’s internal warfare problems; when requested to hand over all firearms, the 
Chuukese quickly complied unlike neighboring island groups (Hezel 2001).  Hezel explained 
this encounter as one likely strategic on the part of the Chuukese, using this new colonial power 
as a way to end their warfare issues (2001).  Regardless of the reason, this ended warfare but not 
island divisions within Chuuk.  These distinct identities continue to be very important, and 
politics have become a new arena for fighting between islands and villages (Flinn 1990).  
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When World War I broke out, Japan declared war on Germany and took over their 
Micronesian territory in 1914 (Hezel 1995).  After the War, Japan made a claim to the area, to 
which the U.S. Navy objected (Rogers 1995).  To accommodate these objections the League of 
Nations technically took control of occupied territories of WWI, but the administration was left 
to the occupying nations, thus leaving Japan in control of all of Micronesia except Guam (Hezel 
1995; Rogers 1995).  The Japanese furthered German plans in terms of medical care and 
education by building hospitals, dispensaries, and schools (Hezel 1995).  Chuuk became the 
central naval office, and as WWII approached it became the site for two airfields, a 
communication center, and a harbor for several Japanese Navy warships (Rogers 1995).  During 
WWII, Chuuk lagoon was the site of a high-intensity attack by U.S. forces, which took down 
almost two hundred planes and forty-one ships, many of which still lie at the bottom of the 
Chuuk lagoon (Hezel 1995).  While this and other battles throughout Micronesia continued 
between the U.S. and Japan, the Chuukese and other civilians spent their time hiding or trying to 
find food in an increasingly resource-scarce environment (Hezel 1995).  By the time of the 
Japanese surrender and American occupation of these islands, people were starving.  American 
troops brought food provisions and medical care quickly to start feeding and treating diseases of 
the war (Hezel 1995).  This began a similar relationship that the U.S. had with Guam—as people 
were appreciative of being “saved”—but were also finding themselves colonized by a new 
power. 
The American occupation of Japanese Micronesia marked a convergence of colonial 
histories for Guam and the rest of the region.  During the WWII peace talks, the U.S. convinced 
the U.N. to allow U.S. control over Micronesia (except Guam because they were already a U.S. 
possession) in what was called a “strategic trusteeship” (Hezel 1995: 256).  Kiste (1994) 
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described this as the only “strategic” of the eleven trusteeships created by the U.N. following 
WWII.  In this agreement, the U.S. had complete control of the area including strict military-
controlled immigration, but the U.N. was in charge of overseeing the islands’ move toward self-
government (Kiste 1994).  The Caroline, Mariana, and Marshall Islands were broken up into 
seven districts (Chuuk being one of them) and became known as the Trust Territory of the 
Pacific Islands (TTPI), administered by the U.S. Navy (Hezel 1995; Rogers 1995).  
 The administration of these islands in the ensuing two decades was one of “benign 
neglect,” as the Navy denied access to the islands from the outside world while simultaneously 
ignoring most of them
11
 (Kiste 1994:230).  Those not ignored include the Marshall Islands, as 
they became the site of U.S. nuclear testing (from 1946 to 1958), repercussions of which still 
exist today for the Marshallese (Barker 2004).  It was also during this era that one of the largest 
applied anthropology projects ever created was carried out in Micronesia (Hezel 1995; Marshall 
1999b).  The Coordinated Investigation of Micronesian Anthropology program began bringing 
anthropologists to conduct ethnography in order to inform local administration and development 
planning (Hezel 1995).  This project was followed by the Scientific Investigation of Micronesia, 
which also included anthropologists (Hezel 1995).  The TTPI administration was moved from 
the U.S. Navy to the Department of the Interior in 1951, and the U.S. continued to very slowly 
put island governments in place (Hezel 1995). 
The era of “benign neglect” did not end until the U.N. issued a report in 1961 
condemning the U.S. for the poor state of education, health, economic and political 
administration in the TTPI (Kiste 1994:230).  President Kennedy subsequently sent an appointee 
                                   
11
 Several of these islands are still denied access to people from any country that cannot travel through Guam (U.S. 
territory) because of all flights going through Guam. 
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to investigate, who reported a highly neglected region; Kennedy thus approved budgets pouring 
significant amounts of money to build the region up as was originally promised, and began steps 
toward the creation of the Congress of Micronesia (Hezel 1995).  The Peace Corps also entered 
Micronesia during this time, and with the Peace Corps came more projects, more schools and 
high school graduates, and an overall increased buildup of the region (Hezel 1995).  This was 
also a time when more Micronesians began to migrate to the U.S. for college, particularly to 
Guam and Hawai'i (Marshall 2004). 
According to Kiste and Falgout (1999), negotiations for a new political status began as 
early as 1969 in the TTPI and were certainly shaped by the ongoing Vietnam War (41).  The 
U.S. offered the status of a Commonwealth to the entire territory (together) in 1970, but it was 
turned down by the Congress of Micronesia (Hezel 1995).  This move began individual 
negotiations for independence by some areas, namely the Marshall Islands and Palau (Hezel 
1995).  After much negotiation, the remaining territories entered into the Compact of Free 
Association (COFA) with the U.S., in which each new nation had their self-governing rights, but 
the U.S. continued to have the right of denial of foreign entry and military power, and continued 
to fund the path to “independence,” funding education, economic and political development, and 
health care infrastructure (Hezel 1995).  The COFA was enacted by the U.S. in 1986 for the 
Republic of the Marshall Islands (RMI) and the Federated States of Micronesia (FSM), and in 
1994 for the Republic of Palau (ROP).  Chuuk was one of four states in the newly formed FSM, 
and is the most populated of the four states, consisting of 47 percent of the nation’s population of 
102,853 people (Hezel and Levin 2012). 
Several criticisms were wielded over this compact, beginning with the constraints created 
to support its inception.  Citing a government document often referred to as the Solomon Report 
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(1962), scholars have critiqued the intentional dependency the U.S. fostered in order to maintain 
strategic relationships with the COFA nations (and their waters) for military control (see, for 
example: Barker 2004; Hanlon 1998; Kiste 1994; Lutz 1986).  These strategic relationships were 
similar to Rogers’ (1995) depiction of the denial concept previously described.  Lutz aptly 
explains the position of these island territories in accepting the COFA agreements:  
For Micronesians, their choice in the plebiscites was as “free” as those of boat 
passengers who have been taken far from their shore by a pilot whose interests 
and itinerary are not their own and who are then given the choice of remaining on 
the boat or swimming the 200 miles back to shore. Micronesia was not given the 
choice of complete political independence combined with an assured foreign aid 
package that would be directed towards the repair of the damage done to their 
economies and social systems by the strategic colonization of that area by the 
United States over the last forty years. [1986:26-27] 
 
The COFA agreements that resulted did just that, creating “a constrained, almost neocolonial 
future through terms and conditions that compromise the autonomy and national integrity in 
favor of continued financial assistance from the United States” (Hanlon 2009:101).  This limited 
autonomy was even further constrained with the amended COFA agreement of 2003, which 
increased monitoring of COFA nations’ budgets by the U.S. Government.  The COFA has been 
cited as a large cause for a very poor socio-economic situation in the FSM and other COFA 
nations (Hanlon 2009).  It is also argued as the reason for what some have called the 
“Micronesian Exodus,” of primary relevance to this dissertation (PICP 2010). 
SOCIO-ECONOMIC CONTEXT 
A growing population, overcrowding, impoverishment, serious health problems, a 
rapidly disintegrating infrastructure, socioeconomic stratification, and ethnic 
conflict, are all factors which contribute to Wééné [the political and economic 
center of Chuuk] being the site of the most profound and troubling social, political 
and economic problems in Chuuk and the FSM as a whole. [Dernbach 2005:253]  
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While in the early years after the COFA there was a large cash flow into the COFA 
nations from the funded buildup of islands, this has decreased over the years, and the future of 
the FSM economy has continued to look “dismal” (Levin 2010:8).  The education system is 
considered inadequate with not enough schools, educated teachers, or infrastructure to function 
(GAO 2001).  Furthermore, the FSM overall and Chuuk specifically is known for continuous 
mismanagement of funds and corruption in government, including recent leaders (Haglelgam 
2010; Hezel 2004).
12
   
Chuuk is the most populated state of the FSM, and it is divided into five regions, with 23 
inhabited island units (35 municipalities), leaving a population density of 993 people per square 
mile (FSM 2000; Gorenflo and Levin 1995; Levin 2010).  See Figure 2.3 for a Map of Chuuk 
State, and Figure 2.4 for a Map of Chuuk Lagoon.  The central islands of Chuuk lagoon 
dominate politically and economically; many Chuukese from all over Chuuk state migrate to this 
central location (Gorenflo and Levin 1995; Levin 2010).  Chuuk is the poorest state, and has 
poor sanitation, water shortages, and until recently, regular power outages (Feasley and 
Lawrence 1998).  These utilities are only poor on Wééné,
13
 as they do not exist in any of the 
other 23 inhabited islands.   
 
 
 
                                   
12
 As an anthropologist I am critical of this consideration of corruption.  First, the government structures forced onto 
these nations are not aligned with cultural understandings of ethics and moral behavior.  For example, while a U.S.-
structured government considers providing jobs to family members a form of corruption—Chuuk is one of many 
communities in which the social system is constructed in just the opposite way—it would be corrupt to ignore 
family needs over others.  Further, even if this transplanted system were conducive to Chuuk, the “benign neglect” 
of limited funding inevitably leads to various survival strategies from those in power.  While this discussion is not a 
central element of this dissertation, anthropological studies of Chuuk’s legal system could be integral to 
understanding how “corruption” is experienced and enacted in this neglected community. 
13
 The English spelling of this Island is generally Weno.  Prior to the COFA agreement, Weno was called Moen.  
They all refer to the same politically and economically central island of Chuuk. 
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Figure 2.3. Map of Chuuk State 
Source: http://pacificcancer.org/pacific-partners/index.html  
 
 
In the other islands, people rely on locally sourced water and generators for electricity.  Those 
families with land connected to the mountains and streams typically access water through their 
land, or make agreements to use other families’ lands.14  Generators are used for basic 
electricity—namely a few lights at night—but only by those families who can afford the 
kerosene for the generators.  Some families still use kerosene lamps.   
                                   
14
 Although Chuuk State has concerns about the cleanliness of water, and cholera outbreaks have occurred in Chuuk 
and other FSM states, migrants in Guam often complain about the harsh treated Guam water and miss their good, 
fresh locally-sourced water at home (see Chapter Five). 
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Figure 2.4. Map of Chuuk Lagoon 
Source: http://commons.wikimedia.org/wiki/File:Map_Chuuk_Islands1.png 
 
Food is cooked on traditional fires or kerosene stoves, and with the exception of the occasional 
kerosene refrigerator found in the homes of more economically secure families, most people do 
not have a system of refrigeration.  Cold items purchased from Wééné are brought back with ice, 
kept in coolers and eaten within a few days.  Figure 2.5 depicts a typical Friday afternoon—
especially the biweekly government payday Friday—at the docks of Wééné.  Families from all 
over Chuuk lagoon arrive to do their shopping; returning to home islands with coolers full of 
food. 
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Figure 2.5. Typical Friday Traffic in Wééné 
 
 With the exception of fermented food and salt fish, locally sourced food must be eaten 
within a few days because of this lack of refrigeration.  Rice and canned meats are popular in 
these communities, no doubt because of their ease of storage.  Despite years of “development” 
these basic needs continue to not be met, at the frustration of residents (CWC 2013).  
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Housing varies tremendously throughout Chuuk, often determined by the success of 
relatives outside of Chuuk sending money home for projects.  On family properties hosting 
several generations of extended family, there will be both structurally sound concrete houses and 
loosely structured housing built with scrap metal.  See Figure 2.6 for a depiction of this diversity.  
There is also an eerie “emptiness” on these family compounds in the other islands, as many 
homes are empty; their owners now live in Wééné, Guam, Hawai’i or the mainland.   
 
Figure 2.6.  Diversity of Housing in Chuuk 
 
HEALTH CARE 
The FSM health care system is a hospital-based system modeled on the U.S., which has  
“not worked well,” as the cost for high-tech supplies and equipment and the highly skilled 
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workforce needed for hospital care are beyond the cost that the FSM can afford (Benjamin 
2000:22).  A medical referral system is set up to send people to the U.S. or the Philippines when 
the care is not available in the FSM (Benjamin 2000); an estimated 20 percent of the health care 
budget is spent on these referrals (Pangelinan 1996), which has essentially bankrupted the system 
(Rubinstein 1999).  Each state has considerable independence in running their health system 
(Feasley and Lawrence 1998), and Chuuk has the worst problems given the deteriorating 
conditions of the hospital, the distances between islands to access care, and the largest population 
in the FSM (Diaz 1997; Feasley and Lawrence 1998; FSM 2010, 2012).  In this context of little-
to-no health care access, people suffer (and die) at alarming levels from diabetes, heart disease, 
cancers and hypertension along with many communicable diseases such as tuberculosis (FSM 
2012).  Chapter Seven will provide a more in-depth discussion of the Chuuk health care system. 
THE MICRONESIAN EXODUS 
The emergence of the COFA is of significant importance to this project not just because 
of the social and economic impact it has on Chuuk, but because of its role in fostering increased 
migration to Guam.  One of the provisions of the COFA is that citizens of COFA nations can 
travel, live, and work in the U.S. with the status of “nonimmigrants.”  This insertion into the 
agreement was seen as a strategy of the COFA nations who knew they might not have the 
economic potential to support all of its citizens immediately; it allowed for the management of 
overpopulation of the islands and was supposed to ensure their economic and political survival 
(Hezel 2013; Hezel and Levin 1990, 2012; Hezel and McGrath 1989). 
 COFA “nonimmigrants” began moving into the U.S. rapidly after the COFA agreement 
(Hezel and McGrath 1989).  Movement was particularly intense into the CNMI, Guam, and the 
State of Hawai'i; these U.S. locations became known in the COFA Amendment of 2003 as the 
39 
 
“affected jurisdictions.”  It is estimated that as of 2012, about one-third (49,840) of the FSM 
population is living outside of it, particularly in these U.S. jurisdictions (Hezel 2013; Hezel and 
Levin 2012).  Scholars describe several reasons or “pull factors” for the intense migration that 
quickly resulted following the COFA.  The most commonly cited pull factors include education 
(Bautista 2010; Hezel 2001; Hezel and McGrath 1989; Marshall 2004; Rubinstein and Levin 
1992), employment (Bautista 2010; Hezel 2001; Hezel and McGrath 1989; Marshall 2004; 
Rubinstein and Levin 1992), and health care (Marshall 2004; Pobutsky, et al. 2005).  Some 
authors also note the “excitement” aspect of moving, as well as the desire for distance from 
family obligations, and for women, distance from abusive husbands (Bautista 2010; Marshall 
2004).  It must be understood, however, that while the COFA agreement was certainly an 
impetus for such a large influx of migrants at that particular time, scholars have described 
Chuukese and other COFA migration to “affected jurisdictions” as just another step in a process 
that began in previous decades with outer islanders migrating into city centers for education 
(Gorenflo and Levin 1995; Hezel and Levin 1990; Marshall 2004).  Others, such as indigenous 
scholar Joakim Peter (2000), argue that the Chuukese have always been travelers, with a history 
of significant exploration and movement (Bautista 2010; Gladwin and Sarason 1953; Marshall 
2004; Petersen 2009).  Peter (2000) argues that the only thing new about this movement is the 
powers that define how the movement occurs. 
In Guam even in the early years after the COFA, the Chuukese dominated the migration 
pool while others, such as those from the Marshall Islands, moved to Hawai'i (Hezel and 
McGrath 1989; Rubinstein and Levin 1992).  Hezel and McGrath depicted the words 
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“Trukese”15 and “Micronesian” as becoming synonymous in Guam during this time (1989:54), 
and current estimates are that the Chuukese represent 78 percent of all COFA migrants in Guam 
(Hezel 2013; Hezel and Levin 2012).  Guam is attractive to Chuukese migrants because of its 
close proximity to home, allowing for ease of movement between the two locations (Bautista 
1996, 2010; Gorenflo and Levin 1995; Hezel 2013; Hezel and Levin 2012; Levin 2001; Marshall 
2004; Rubinstein and Levin 1992).  Relatives in Guam are able to easily go home to attend 
funerals and other important events, while enjoying the benefits of economic growth in Guam.  
This circular flow is so regular, that some call Micronesian migrants “commuters” (Grieco 
2003:81; Rubinstein and Levin 1992).  Their firm commitment to Chuuk even when outside of it 
exhibits a transnational pattern of migration (Bautista 2010; Maegawa 2006).  One salient 
example of this firm commitment to Chuuk is continuous participation in FSM elections, which 
has special voting locations and several candidate visitors in Guam and Hawai'i (Maegawa 
2006).  During the most recent national elections, 54 percent of Guam FSM migrants and 50 
percent of Hawai'i FSM migrants voted in the FSM elections (Hezel and Levin 2012).  This is 
one example of how Chuukese and other FSM migrants participate in the “hegemonic 
contentions back home” while also forming new experiences abroad (Glick-Schiller, et al. 
1992:16). 
Whereas men are much more prominent in most Chuukese migrant communities, the 
ratio of males to females is much closer in Guam, and Bautista (2010) hypothesizes that this may 
be because women from Chuuk are more able to travel to nearby Guam because of its proximity.  
She also reports that women return home on average twice as often as men, and are more 
                                   
15
 Truk is an older spelling of Chuuk, which was changed in the 1986 Compact (Marshall 2004). Thus, any literature 
pre-1986 (and some shortly after) uses the terms “Truk” and “Trukese” but connotes the same state and people.  
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consistent remitters (Bautista 2010:40).  The gendered aspects of migration are further addressed 
in Chapter Five. 
COMPACT “IMPACT” 
Many of these early migrants moved to nearby Guam within just the first few years of the 
Compact.  Beginning very shortly after the mass migration to Guam, the Chuukese developed a 
reputation in Guam for bar fights and other alcohol-related disturbances (Hezel and McGrath 
1989).  Hezel (2001) attributes this behavior to the fact that this first influx of migrants was 
primarily young males without any of the family structure at home to serve as a means of social 
control.  One scholar went so far as to describe the migration of young Chuukese men to Guam 
as a replacement of the traditional rites of passage into adulthood (Maegawa 2006).  More recent 
analyses of Guam demonstrated that by the mid-1990’s there was a growing family reunification 
pattern, which included more households with women and children as opposed to just young 
males (Greico 2003).  This did not suppress the crime rates though: the FSM represented only 
8.5 percent of the population in 2010, but they accounted for 63 percent of all arrests (Hezel and 
Levin 2012).  This is not just connected to crimes, but to serious racial profiling (see Chapter 
Five for a more detailed discussion). 
While each “affected area” has had some negative reaction to COFA migrants, the 
Chuukese were (and are) the foci of this rhetoric in Guam (Hezel 2001; Hezel and McGrath 
1989).  As the economy slowed in Guam in the early 1990’s, growing resentment toward the 
COFA migrants ensued, sparking discrimination and causing some of the citizens to move 
further to Hawai'i and the mainland, a step migration trend that is still occurring for some (Hezel 
2001, 2013; Hezel and Levin 2012).  In addition to their reputation for bar fights and arrests, 
Micronesians have the highest rates of unemployment and are the least educated and most fertile 
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people on Guam, thus developing a reputation for dependence on social services (Rubinstein and 
Levin 1992).  This dependence is necessary given the relative poverty of these households: 
almost thirty years after the COFA agreement, COFA citizens still occupy the lowest levels of 
the job sector.  The COFA average household size in Guam is 5.4 persons, but the average 
household income is only $24,832.00 (Hezel and Levin 2012).  This small income is not 
sufficient given Guam’s inflated prices, and to make matters worse, migrants are also sending a 
large portion of their paychecks back to Chuuk for family obligations and funerals (Hezel 2013). 
The overreliance on social services is particularly salient to Guam and Hawai'i because of 
the U.S. oversight which stopped federal coverage of many programs.  The original COFA 
agreement allowed for COFA migrants to access social and health services like U.S. citizens 
(Levin 2010), but many of these services were then revoked and/or inhibited through the 
Personal Responsibility Work and Reconciliation Act of 1996.  They were revoked because of a 
legislative oversight, as COFA citizens would never fall into the category of “legal resident 
alien” that was then required for access; this legislative oversight is another example of the 
continued “benign neglect” of Micronesia by the U.S.  While there is currently a constitutional 
amendment in the U.S. House of Representatives to fix this oversight (H.B. 912, 2013-2014 
congress), it has not moved since referral to the House Committee on Energy and Commerce 
Subcommittee on Health on March 1, 2013.  The Affordable Care Act also could have alleviated 
this problem to some degree, and it did for U.S. states: the COFA migrants were included in the 
Federal Insurance Mandate.  Yet, territories of the U.S., including Guam, were exempted from 
this and many other provisions, continuing the legacy of strategic denial of these islands. 
Hawai'i and Guam continued to provide services for COFA migrants post-1996 with the 
expectation that they would be reimbursed by the federal government as expressed under the 
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COFA agreement (Pobutsky, et al. 2005).  Thus, what has been deemed the “Compact Impact” is 
the most commonly cited argument for the nuisance of COFA migrants, as the U.S.-COFA 
agreement includes reimbursement for the cost of the “impact” to host communities.  However, 
reimbursement continues to cover only a fraction of estimated costs (Calvo 2014; Levin 2010).  
Yet, compact impact studies emerging from “affected jurisdictions” warranting more funds are 
considered problematic by the U.S. government, which argues that the data are inflated.  One 
way in which the data are inflated is the representation of COFA migrants to include both FSM 
people who migrated and ethnically FSM people who are U.S. citizens as they were born in 
Guam, Hawai'i and other U.S. jurisdictions (and thus eligible for Federal  programs).  This 
strategy is a crucial example of how the U.S., the FSM and the “affected jurisdictions” like 
Guam conceptualize notions of belonging.  Regardless of the right reimbursement rates, as Hezel 
(2013) explained, “Guam and the US government were pitted against each other, with the new 
migrants positioned precariously between the opposing forces.” (15) 
Resentment and discrimination toward COFA migrants has taken several forms in Guam.  
Bautista (2010) reported that Chamorros dislike Chuukese migrant women’s traditional skirts 
and hair combs (both clear visual symbols of their identity).  Traditional skirts and combs have 
similarly drawn attention in Hawai'i among the Pohnpeian (Falgout 2012) and Marshallese 
(Carucci 2012) communities.  Bautista also asserted that Chamorros pay too much attention to 
Chuukese fertility, and too little to their contributing role in society (2010).  This is a very 
common form of rhetoric about migrant populations in other contexts, similar to what Chavez 
(2001) found in representations of Mexican migrants through magazine covers.  This dissertation 
further explores themes of discrimination and resentment toward Chuukese migrants in Chapter 
Five. 
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Additionally, the Guam legislature has attempted through several bills to enact 
discriminatory legislation, further reflecting the intensity of this anti-immigrant sentiment (Peter 
2000).  While deportation of felony-charged migrants has been an ongoing (and well-supported) 
debate, the vice speaker of Guam recently suggested Guam request U.S. authorization to send 
back all migrants who “cannot support themselves” (Miculka 2014).  Almost weekly there are 
newspaper articles which focus on the “Compact Impact” in various iterations (see, for example: 
F. Blas 2012; Daleno 2013; Limitiaco 2012; Sablan 2014; Tenorio 2012).  Social services have 
reflected this resentment and discrimination as well: within the health care context Chuukese 
women have described rude encounters, long wait times and refusal of service (Hattori-Uchima 
2013).  This discrimination is important to understand because of the impact it has on Chuukese 
women’s sexual and reproductive health—the primary focus of this dissertation—and the next 
topic warranting a brief overview.  
CHUUKESE MIGRATION, GENDER, REPRODUCTION AND SEXUALITY  
As early as 1949, anthropologists were publishing accounts of Chuukese practices and 
beliefs surrounding reproduction and sexuality (Goodenough 1949).  A significant number 
published details of reproduction and sexuality in more traditional, all-encompassing 
ethnographies at the time, often birthed out of the Coordinated Investigation of Micronesian 
Anthropology and the Scientific Investigation of Micronesia programs (Caughey 1977; Fischer 
1963; Fischer 1970; Gladwin and Sarason 1953; Goodenough 1978; Swartz 1958).  Only one of 
these early ethnographic studies included Chuukese women’s reproduction and sexuality that was 
actually based on research with women (and conducted by a woman) (Fischer 1956, 1963).  
Since that time, very little has been published about sexuality and reproduction.  The few 
available accounts include: a locally-driven collection of essays about different Micronesian 
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customs and beliefs (Ashby 1993), a reflection from old ethnographic work in nearby Pohnpei by 
a female anthropologist who happened to get pregnant in the field (Ward 1989), and a recent 
short ethnographic study in Pohnpei which included Chuukese and Mortlockese women 
(Fitzgerald 2001). Two additional important contributions to this area include insights from a 
dissertation on spirit possession (Dernbach 2005) and some chapters written by a Jesuit priest 
and scholar of Micronesia (Hezel 2001). The only comprehensive and data-driven ethnographic 
study with a specific focus on Chuukese women’s sexuality is a PhD thesis (Moral 1996).  Moral 
(1996) was more focused on symbolic conceptions of sexuality and the body than on 
reproductive health, but still very effectively added to the sparse literature on this topic.  
SEXUALITY 
Chuukese sexual “freedom” is a common theme in the literature (Caughey 1977; Fischer 
1963; Goodenough 1949, 1978; Hezel 2001; Moral 1996).  In Chuuk as in much of Micronesia, 
sex was considered by these early researchers as an accepted part of adolescence, with affairs 
outside of the domain of marriage continuing throughout adult lives (Caughey 1977; Fischer 
1963; Gladwin and Sarason 1953; Goodenough 1949, 1978; Moral 1996; Swartz 1958; Ward 
1989).  Moral and her earlier American colleagues all pointed to the power of sexual 
relationships both inside and outside of marriage: within marriage for reproduction of the family, 
and outside of marriage for fun and excitement (Fischer 1963; Goodenough 1949; Moral 1996).  
While affairs are considered to be officially unacceptable, they are noted as a common practice 
that is destructive when revealed, but enjoyable when kept secret, and generally expected 
(Gladwin and Sarason 1953; Goodenough 1949; Moral 1996).  In addition to affairs, in some 
islands legitimate sexual access includes not only a person’s spouse but their same-sex siblings, 
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allowing for more sexual availability than monogamy typically entails (Caughey 1977; 
Goodenough 1949). 
Moral’s (1996) entire analysis of Chuukese sexuality is actually based on the incest taboo 
between brothers and sisters (including parallel cousins); she argued that this taboo guides most 
symbolic and structural thought on sexuality, especially women’s sexuality.  Men are considered 
unable to control their sexual desires, so it is the responsibility of women to maintain control of 
sexuality both within and outside of their family (Moral 1996).  Moreover, the primary sexual 
symbol of Chuuk, according to Moral (1996), is women’s genitals.  Covering any indication of 
their very existence in front of brothers is very important, thus women are expected to cover their 
abdomen to down past their knee in public (Marshall and Marshall 1990; Moral 1996).  Although 
discussions of sex are technically only forbidden between brothers and sisters, this structures an 
arena where men and women do not discuss these topics together except in the privacy of a 
sexual relationship (Moral 1996, 1998).  Sexual relations are not to be discussed or demonstrated 
publicly, and much of what happens both within and outside of a marriage is conducted quietly 
without any public displays (Caughey 1977; Goodenough 1978; Moral 1996, 1998, 2002).  
Women are especially expected to be quiet about their sexual activities (Caughey 1977), and 
men and women seen alone together are assumed to be in a sexual relationship (Moral 1996, 
2002). 
Gender, Sexuality and Power   
The power and influence women wield in the matrilineage is mostly behind the 
scenes […] Being mósónósón (humble, soft-spoken, gentle, respectful) is a core 
value of womanhood, as opposed to behavior that is lamelam tekiya (arrogant, 
loud, boastful, brash, disrespectful), which is tolerated more among men 
[Dernbach 2005: 156]  
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Since discussions of sex are not to occur in front of brother-sister groups or about a 
person in the presence of their brother or sister, women are generally expected to remain quiet 
about anything so as to not remind men (brothers) of their sexuality (Moral 1996).  This incest 
taboo and its extension to male-female relations in the public arena have led to women’s silence 
and a very gender-split community (Dernbach 2005; Moral 1996, 1998).  Other scholars have 
pointed to women’s association with the land, the domestic sphere, and emotions as symbolically 
situated in the (reproductive) belly (nuuk), while men are associated with the mind and rational 
thought, or the head (mékúr), as the primary driver behind women’s lack of access to political 
participation (Kawai 1991).  Regardless of the reason, there is a serious impediment to women’s 
ability to become public figures, which has led to a very minimal participation in elections, 
leaving public office largely in the domain of men (Moral 1996, 1998)
16
.  Women still have 
influential power in community decision-making, but this is in a largely silent and strategic way 
(Dernbach 2005; Marshall and Marshall 1979, 1980, Moral 1998).  Moral (1998) and Dernbach 
(2005) argued, however, that the patriarchal ideology associated with Christianity has weakened 
even this strength that women have (or had).  However, as Marshall and Marshall (1990) and 
more recently Dernbach (1998) explored, modern women’s (church) groups have become a 
stronger venue to assert their power.  One prime example of women using their more quiet 
influence through groups is demonstrated by the women’s temperance movement which ended 
the public sale of alcohol for some time (Marshall and Marshall 1990).  This temperance 
movement was influenced and supported by Christianity through Christian women’s groups, and 
                                   
16
 There has not been a woman participant in the Chuuk legislature since the Trust Territory days; a few have run for 
office and failed.  I was able to speak with one of the first women to run post-TT days.  She said she knew she 
would not win, but wanted to set the way for other women.  Many of her own relatives refused to support her 
because she was a woman; further, many women who claimed to support her did not vote for her because of fear 
that having a woman in the legislature would mean having a woman to sleep with all their husbands (personal 
communication, February 5, 2014). 
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largely mirrored the women’s temperance movement in the U.S. (Marshall and Marshall 1990).  
This large-scale women-led movement was also the impetus for the coordination of over 60 
women’s groups in Chuuk to assert a collective voice through the Chuuk Women’s Council 
(with whom I worked; see Chapter Four).   
While the incest taboo structures how women are to act in public, Moral argues that sex 
is still considered “a positive force that provides humans with pleasure and joy” for the 
Chuukese (2002:26).  Sex is an important part of lives, and while silent, is not meant to be 
stopped or condemned as long as it is with the “right” partners (i.e., not siblings) (Moral 2002).  
Moreover, as early as 1949 Ward Goodenough said there is “nothing secret about sex talk” as 
long as it is in the right, same-gender company.  Moral (2002) confirmed this is still the case; 
stating that sex talk is limited to groups of the same gender and age, or lovers.  
GENDER, MIGRATION AND REPRODUCTION 
A woman’s place is closely associated with the home, cookhouse and gardens, 
while men are the voyagers, explorers and political leaders within the lineage 
meeting house.  Women provide nurturance, stability and continuity for the 
descent group at home, while men provide support and defense through their 
mobility… [Dernbach 2005: 156] 
 
Chuukese communities have a clan-based matrilineal structure with significant 
importance attributed to land (Flinn 1987; Kawai 1987; Moral 1996, 1998).  Thus, reproduction 
of children means continuity of the clan and heirs for the land (Flinn 1987; Kawai 1987; 
Marshall and Marshall 1990; Moral 1996, 1998).  Women enhance their status by having 
children, as reproducing the family is central to the goal of the entire clan structure in order to 
create the next generation (Flinn 1987; Moral 1996, 1998).  This matrilineal kin structure makes 
the role as mother and sister much more important than the role as wife for Chuukese women 
(Moral 1996, 1998).  Scholars have argued that this importance of reproduction and 
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responsibility for the family makes women less able to leave Chuuk, for they must stay near the 
land they and their children inherit, while men can go further because they have no ties to the 
land (Alkire 1989; Bautista 2010; Dernbach 2005; Flinn 1987; Marshall and Marshall 1990; 
Moral 1996).  Inheritance is passed through the female line, and the eldest females of families 
are in charge of the land, although they work with the eldest brother who makes public decisions.  
Given the importance of women staying near land in order to protect it and their clan, Guam has 
been considered a place of compromise for women, since it is much closer to home than Hawai'i 
or the mainland (Bautista 2010).  This compromise is further explored in Chapter Five. 
According to Ann Fischer (1963), all women desire children, except those who have 
several children already.  Motherhood is considered synonymous with being a woman (Flinn 
2010).  Moral (1996) similarly portrayed the desire for women to have many children, but also 
the weariness and boredom of having so many.  At least until recently the concept of illegitimacy 
was reportedly not relevant because children and motherhood were considered much more 
valuable than marriage (Fischer 1956, 1963).  Some scholars say Christianity has changed this to 
some degree (Hezel 2001; Moral 1996).  Like illegitimacy, abortion and infanticide were 
considered absent concepts in Chuuk (Fischer 1963).  Adoption and fosterage, however, are very 
common as they are throughout the Pacific; these practices provide an opportunity for 
motherhood to women who cannot conceive, form or strengthen alliances, and provide care for 
offspring of young mothers not ready to raise children (Fischer 1963; Marshall 1976; Rauchholz 
2009, 2012; Ward 1989). 
Pregnancy is considered the ultimate time of pampering for women (Fischer 1963; 
Fitzgerald 2001; Flinn 1987; Moral 1996; Ward 1989).  Husbands and other family members are 
expected to get special foods for the pregnant woman, and she is expected to lighten her work 
50 
 
(Fischer 1963; Fitzgerald 2001).  Fischer described pregnancy as a time where women become 
“served rather than servant” (Fischer 1963:535).  Pregnancy restrictions were very common in 
early ethnographic accounts and are still practiced today, as I will explore in Chapter Eight.   
 Ann Fischer (1963) portrayed childbirth as a time that women go home if they are not 
already on their family land (see also J. Fischer 1970).  This was explained by the high maternal 
mortality rates of the past (Fischer 1963).  Childbirth used to involve a midwife and the women 
of the laboring woman’s family, her primary support system (Ashby 1993; Fischer 1963).  More 
recent accounts describe the opposite scenario as women leave home for Guam and Hawai'i to 
give birth in hospitals with only a few family members, if any (Bautista 2010; Hezel 2001).  It 
has been documented that major causes of death in the FSM include pre-maturity and 
complications during pregnancy and labor (FSM 2010, 2012); this is a major reason for seeking 
this reproductive health care outside of the FSM.  In fact, as previously noted, the Infant 
Mortality Rate (IMR) of Chuuk is 22 as opposed to Guam’s IMR of 12.7 per 1,000 live births 
(FSM 2012; GovGuam 2012). 
Women thus are forced to choose between the power, influence, connection to, and 
comfort of their natal land and the safety of their bodies and their babies when they decide to 
migrate.  Yet, Chuukese women continue to have the worst reproductive health outcomes as they 
travel, as I will explore below.  This dissertation further explores why Chuukese women have 
such poor reproductive health outcomes.  
Intersections: Chuukese Migrant Reproductive Health  
Because of the lack of infrastructure in the FSM and Chuuk specifically, Hawai'i, Guam 
and other affected jurisdictions are noted as “catchment” areas for health problems of 
Micronesians (Pobutsky, et al. 2005:64).  I also argue that these locations become “catchment” 
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areas for reproductive health data depicting the health of Micronesians.  Chuuk’s infrastructure 
limits the ability to maintain and analyze reproductive or sexual health data; in fact this 
infrastructure often limits that ability to even collect the data.  For example, despite a prevalence 
rate of over 25 percent found in the most recent study conducted by international aid 
organizations, Chlamydia testing has been halted in Chuuk for several years because there are 
not enough funds or personnel to maintain a functioning testing program
17
 (personal 
communication, July 10, 2013).  Thus, some available data in “host” communities can provide a 
snapshot of the disproportionately poor outcomes of Micronesian migrants, and also provide 
insight to the outcomes of Micronesians in their home islands.   
In Guam, Haddock and colleagues (2008) found that Micronesian women accounted for 
54 percent of all deliveries with no prenatal care although they only represented nine percent of 
women of childbearing age on the island.  Alur and colleagues (2002) examined how many 
infants were born to diabetic mothers in Guam, reporting that the percentage of infants born to 
Micronesian mothers with gestational diabetes was five percent, as opposed to 3.7 percent 
among non-Micronesians; these researchers blamed a lack of prenatal care and late entry to 
prenatal care largely for this disparity.  The complications related to gestational diabetes led to 
much more cesarean deliveries for Micronesians women, 39 percent versus the overall Guam 
rate of 22.6 percent (Alur, et al. 2002).  Further, Fox and colleagues found that Micronesian 
women in the CNMI were more likely to have stillbirths (Fox and Parker 2005) and less likely to 
access prenatal care (Fox, et al. 2005) than the rest of the Commonwealth.  
                                   
17
 Presumptive treatment for Chlamydia is provided to all people seeking STD/HIV testing instead, including all 
pregnant women. 
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In terms of sexually transmitted infections (STIs), research has continued to find that 
Micronesians are disproportionately impacted.  Haddock and colleagues (2009) reported a great 
disparity in incidence of cervical cancer in Guam: Micronesians have a rate of 27.4 per 100,000 
population, while Chamorros have a rate of 16.2, and Asians a rate of 8.5 per 100,000 
population.  Further, as noted in the introduction, the most recent report of Guam’s Annual 
Survey of Reportable Diseases (2013) demonstrated that although Micronesians make up only 12 
percent of Guam’s population, they accounted for approximately 26 percent of new Chlamydia 
cases (n=263) in 2012: 28 percent of new gonorrhea cases (n=26), 27 percent of new HIV cases 
(n=3) and 43 percent of new syphilis cases (n=12, latent and infectious) in the year 2012 (Census 
Bureau 2013; GovGuam 2013). 
Some public health research has been conducted to examine these health disparities. Most 
Micronesian migrant reproductive health research thus far was conducted in Hawai'i, especially 
with the Marshallese who represent the largest population of COFA migrants in Hawai'i (Choi 
2008, 2009; Williams and Hampton 2005).  Yet, in the broader COFA health assessments, there 
is often a large Chuukese representation, as they are the fastest growing COFA group in Hawai'i 
(Pobutsky, et al. 2009).  Pobutsky and colleagues’ (2009) research highlights several maternal 
and child health issues that disproportionately impact COFA migrants, including pregnancy 
complications, low birth weight, high infant mortality rates, and low immunization rates 
(Pobutsky, et al. 2009).  These researchers reported concerns over STIs, including 
disproportionately high rates of chlamydia, gonorrhea, and syphilis (Pobutsky, et al. 2005; 
Pobutsky, et al. 2009).  Although no statistics are available, clinically they reported seeing many 
Chuukese women with cervical cancer (Yamada and Pobutsky 2009).  One important factor to 
explain these rates was the absolute lack of cervical cancer screening available in Chuuk 
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(Yamada and Pobutsky 2009)
18
.  STIs in pregnant women were also reported to be of great 
concern in this population (Pobutsky, et al. 2005; Pobutsky, et al. 2009).  One recommendation 
made in the researchers’ earlier work was to increase the screening of pregnant women to catch 
and treat STIs before childbirth (Pobutsky, et al. 2005), but a major barrier to this is the fact that 
many of these women do not arrive in Hawai’i until shortly before full term (Pobutsky, et al. 
2009).   
Other projects have focused specifically on Chuukese women and were largely 
qualitative.  First, Wong and Kawamoto (2010) assessed the knowledge, attitudes and beliefs of 
Chuukese women regarding cervical cancer screening and prevention.  Their findings indicate 
women are not comfortable showing their genitals to anyone, especially to male doctors.  
Additionally, the study found that husbands play a role in decisions to seek reproductive health 
care (Wong and Kawamoto 2010).  When the interviewers asked what these women believed 
caused cervical cancer, answers ranged from bad hygiene to too much sex (Wong and Kawamoto 
2010).  The women participants did discuss an understanding that a Pap test was looking for 
cancer but beyond that were unsure exactly what the tests entailed (Wong and Kawamoto 2010).  
Another qualitative study that focused on several ethnic groups in Hawai’i identified barriers to 
screening for cervical and breast cancer among Chuukese, Marshallese, Filipina, and Hawaiian 
women (Aitaoto, et al. 2009).  Using both focus groups and key informant interviews, these 
researchers found several factors applicable to all ethnic groups including: 1) cultural beliefs 
impacting health seeking behaviors, 2) fear of bad news, 3) lack of transportation, 4) competing 
priorities (children, family obligations, work) and 5) a lack of biomedical knowledge about 
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 During my time in Chuuk, pap smears had just been (re)introduced for pregnant women, but abnormal results for 
the previous year up to present (2012 and 2013) had not been called in and treated yet. 
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breast and cervical cancer.  These researchers specifically described both the Chuukese and 
Marshallese communities as having even more pronounced language issues, several competing 
familial responsibilities, and as very transient communities with serious financial issues (Aitaoto, 
et al 2009).  
One relevant ethnographic study outside of Hawai’i examined transnational reproduction 
for Chuukese (specifically Pulapese
19
) female college students in the U.S., and their potential use 
of pregnancy as a coping mechanism in handling the pressure and stress of going abroad to 
college (Flinn 1987).  Flinn (1987) argued that in an environment where these women are 
experiencing the normal stress of entering college, the culture shock of the U.S., and the 
discrimination and discomfort associated with being a migrant, pregnancy can be a way to feel 
empowered, given that pregnancy is the primary mechanism of power for Chuukese women.  
Additionally, Flinn (1987) explained how this was a way to be sent home without “giving up” 
but taking on a new status as mother.  Flinn (1987) also analyzed the potential conflict felt 
between this notion of empowerment and U.S. messages of unintended and illegitimate 
pregnancy for these women, noting how stressful the experience can become for a young 
Chuukese woman to give birth to an illegitimate child in the states, in a hospital without her 
mothers and sisters around her. 
Two studies did not focus on reproduction, but have relevance to this project because of 
their attention to gender and health disparities (Hattori-Uchima 2013) and gendered violence 
(Magnussen, et al. 2011; Shoultz, et al. 2007).  Through focus groups with Chuukese women and 
key informant interviews with health and social service providers, Margaret Hattori-Uchima 
(2013) examined factors related to seeking care among Chuukese women in Guam which may 
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 Pulap is an Outer Island in Chuuk. 
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contribute to their health disparities.  Hattori-Uchima found that transportation, language, 
competing priorities, and discomfort with the systems are major barriers to care (2013).  Women 
often feel intimidated by the health systems but are more so intimidated by health and social 
service workers who they deem unfriendly and at times purposely manipulative and unhelpful.  
Hattori-Uchima also discovered that women avoid places with Chuukese translators because of 
privacy concerns (2013).  Health and social service providers added their list of frustrations, 
including that Chuukese women delay seeking care, use the hospital for everything, and make 
problems worse by trusting traditional medicine.  
Shoultz and colleagues (2007) examined Chuukese women’s perceptions of intimate 
partner violence (IPV) through focus groups.  Interestingly they found women often “blame” 
their cultural role as peacekeepers as a barrier to seeking help; since their role in the family is to 
keep peace—which inevitably means to keep the family in “good” standing through silent 
obedience and quiet negotiations—speaking out or bringing attention to family violence is not 
acceptable (Magnussen, et al. 2011; Shoultz, et al. 2007).  The loss of support of the extended 
family through migration contributes to IPV risk; as well as the importance of keeping it secret 
from male relatives.  These researchers also found that women lose some power being away 
from Chuuk, given the importance of women in connection to their land (Magnussen, et al. 2011; 
Shoultz, et al. 2007).  Yet, they also explained that even in Chuuk women are expected to remain 
in these relationships to keep peace and not bring shame to their families.  These factors, coupled 
with poverty and unemployment further increase the risks for IPV (Magnussen, et al. 2011; 
Shoultz, et al. 2007). 
Each of these studies adds depth to this dissertation and strength to its findings.  As the 
following chapters will portray, this dissertation found similar structural, social, and individual 
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experiences of reproduction both at home (Chuuk) and abroad (Guam).  Lack of transportation, 
language issues, transience, and poverty negatively impact women’s ability to seek medical care.  
Further, the silence and modesty surrounding all things sexual, discomfort both with the medical 
context and the sometimes discriminatory workers, and a lack of sexual and reproductive health-
related knowledge negatively impacts choices to seek care.  Finally, women’s familial 
obligations and familial control both facilitate and inhibit health care access, as do women’s 
previous experiences seeking care.  This dissertation corroborates these findings but also adds an 
extra layer of ethnographic depth connecting the many elements of gender, migration, and health 
at political, social and experiential levels. 
SUMMARY 
In this chapter I have introduced the context in which this study is situated.  In particular, 
I have focused on the colonial relationships that impacted Micronesia and their migration 
movements, with specific attention to the situation in Guam and the unique migration pattern of 
Chuukese migrants to Guam.  I have synthesized the limited literature available on reproduction 
and sexuality for Chuukese women, and some concepts shaping gender roles and expectations in 
Chuukese communities.  Finally, through examples highlighting the various stressors when 
reproductive health is enacted in this transnational process, I have presented findings from a few 
migrant-focused reproductive and related health studies of Chuukese women.  The following 
chapter will further ground this study in the anthropological theory which guided its formation 
and analysis. 
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CHAPTER THREE 
THEORETICAL BACKGROUND AND CONTRIBUTIONS 
 
In order to situate reproduction in the context of transnational migration, this dissertation 
investigates social and political processes, health policies and practices, and local, personal 
experiences of women living between Chuuk and Guam.  This study aims to understand how 
Chuukese women’s reproduction is constructed and conceptualized by women, their families, 
their home of origin, and their current home, and how these constructions are connected to their 
transnational migrant experiences.  I use Lock and Scheper-Hughes’ (1996) critical interpretive 
medical anthropology as a framework to understand these women’s transnational experiences of 
reproduction, and ultimately, their reproductive health.  Thus, this chapter will address: the 
anthropology of reproduction, with particular attention to stratified reproduction; the 
anthropology of globalization, with particular attention to transnationalism; and relevant 
examples of work that bridge these two bodies of literature: migrant reproductive health.  This 
chapter will then explore critical interpretive medical anthropology as a framework for 
understanding Chuukese transnational women’s reproductive lives, and discuss the contributions 
made by blending these three theoretical traditions. 
THE ANTHROPOLOGY OF REPRODUCTION 
I have chosen the anthropology of reproduction, and in particular, the politics of 
reproduction (Ginsburg and Rapp 1991, 1995) as the primary lens through which to understand 
how Chuukese women experience the world.  As I will describe, this broader lens of 
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reproduction both situates the focus of this study and has clear connections to my use of 
transnationalism and critical interpretive medical anthropology.   
BIRTH OF THE ANTHROPOLOGY OF REPRODUCTION 
 While feminist thought and feminist work in anthropology has appeared since the early 
20
th
 century, the second wave feminist movement in the early 1970’s is what birthed an 
“official” goal of doing feminist anthropology (Collier 1974; di Leonardo 1991; Rosaldo and 
Lamphere 1974).  This new feminist anthropology grew from critiques that women had been 
largely left out of the ethnographic record, with subsequent attempts to rewrite ethnographies 
with women’s perspectives and rethink current theory with consideration of women (Ardner 
2006; Brown 1970; Ortner 1972; Weiner 1980).  In doing so, feminist anthropologists found 
themselves focused on reproduction, often because they believed it was the key to women’s 
subordination (Chodorow 1974; Ortner 1972; Rosaldo and Lamphere 1974); because it 
reconfigured ideas about kinship (Collier 1974; di Leonardo 1991; Rosaldo and Lamphere 1974); 
or because it was useful to re-evaluate and re-conceptualize their theoretical forefathers (Leacock 
1983; Sacks 1975).  By the 1980’s feminist anthropologists were studying childbirth practices, 
family planning, conceptions of menarche and menopause, infertility, abortions and infanticide, 
child rearing practices and every other locus of reproduction (Ginsburg and Rapp 1991, 1995; 
Rapp 2001). 
Drawing from these experiences, as well as the growth of medical anthropology, Faye 
Ginsburg and Rayna Rapp synthesized this growing work in reproduction, first in a review 
article (1991) and later in an edited volume (1995).  Coining the term politics of reproduction, 
Ginsburg and Rapp (1995) delineated how reproduction was represented and experienced in 
every aspect of human social and cultural life, primarily because it is responsible for the 
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biological and social reproduction of cultures (Ginsburg and Rapp 1995).  The centrality of 
reproduction to social life has been addressed by other anthropologists as well (Baer, et al. 2003; 
Browner 2001; Browner and Sargent 2007; Greenlaugh 1995; Lock and Nguyen 2010; McElroy 
and Townsend 2004; Weiner 1995). 
THEORETICAL TRADITIONS “WRAPPED UP” IN REPRODUCTION 
The politics of reproduction draws from several bodies of literature in attesting to the 
centrality of reproduction to social life.  Marx and Engels wrote very early on about the 
importance of biological reproduction as the social reproduction of people and families, social 
classes, and labor power, thus influencing anthropological concepts of reproduction (Ginsburg 
and Rapp 1991).  Ginsburg and Rapp (1991, 1995), Greenlaugh (1995), and Browner (2001) all 
invoke Engels and/or Marx as they discuss biological reproduction as a social event that connects 
the reproduction of bodies with the reproduction of society.  The growth of medical 
anthropology and especially political economic perspectives on health are also credited for their 
influence on reproduction, as well as hegemonic discourses surrounding biomedicine, including 
reproductive medicine (Ginsburg and Rapp 1991, 1995; Rapp 2001).  These hegemonic 
discourses surrounding not just biomedicine and reproductive medicine but gendered notions of 
reproduction and sexuality are central to this work, drawing from Gramsci’s attention to the 
constructed and contested nature of such discourses (Smith 2004).  Additionally, Foucault’s 
(1978) work was extremely influential in the politics of reproduction—especially in his attention 
to how power is structured and enacted on reproduction—with particular attention to his work on 
the dialectic between strategies of the state and resistance to them, as well as surveillance of 
bodies and reproduction of the body politic (Ginsburg and Rapp 1991, 1995; Rapp 2001).  In his 
History of Sexuality Volume 1 Foucault argued that “Broadly speaking, at the juncture of the 
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‘body’ and the ‘population,’ sex became a crucial target of a power organized around the 
management of life rather than the menace of death.” (1978:147). 
Baer and colleagues (2003) argue that “reproductive health is also crucially determined 
by the histories of colonialism, the uneven development of the world system, and the current 
impact of globalization” (304).  This is a particularly well-suited argument for its relevance in 
this increasingly transnational post-colonial community.  Following this same understanding, the 
global lens of political-economic anthropology influenced the politics of reproduction.  Further, 
Ginsburg and Rapp (1995) delineated the importance of understanding how “local knowledge” is 
“constructed and contested in the flows of transnational processes” and argued that reproduction 
is importantly situated at “local/global intersections” (Ginsburg and Rapp 1995:8,3).  Other 
important literature linked to reproduction include connections to its highly gendered processes 
(Ginsburg and Rapp 1991, 1995; Greenlaugh 1995); kinship and the family (Ginsburg and Rapp 
1991); medicalization (Ginsburg and Rapp 1991); social hierarchies (Browner 2001; Ginsburg 
and Rapp 1991, 1995; Greenlaugh 1995); and concerns of the control of both the social and 
individual body, and embodiment theory (Ginsburg and Rapp 1991; Scheper-Hughes and Lock 
1987).  Each of these concepts has powerful linkages to Chuukese women’s reproduction, as I 
will describe in Chapter Seven.  Thus, with consideration of these multiple levels in which 
reproduction is enacted and constructed, some feminist and medical anthropologists saw 
reproduction as central to “social life” and “dragged” it to “the heart” of their work (Rapp 
2001:472); I have followed suit. 
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STRATIFIED REPRODUCTION 
In their 1995 edited volume, Ginsburg and Rapp paid particular attention to what Shellee 
Colen termed “stratified reproduction,” a concept to demarcate how social stratification is 
represented and perpetuated by reproduction.  
By stratified reproduction I mean that physical and social reproductive tasks are 
accomplished differentially according to inequalities that are based on hierarchies 
of class, race, ethnicity, gender, place in a global economy, and migration status 
and that are structured by social, economic, and political forces. [Colen 1995:78]   
 
In her study of West Indian caregivers who leave their children at home and migrate to 
care for upper-middle and upper class working white women in New York City, Colen (1995) 
used this concept to explain how reproduction was stratified on two levels: first how gender 
stratified mother-hood roles in the U.S. expected women to simultaneously work and reproduce, 
and second, how West Indian caregivers must leave their own children behind to do the “mother-
work” of others (Rapp 2001:469).  
Colen (1986, 1990, 1995), and later Ginsburg and Rapp (1995) argued that not only do 
social inequalities stratify reproduction, but that stratification is reproduced through 
reproduction, “reflecting, reinforcing, and intensifying the inequalities in which it is based” 
(1995:78).  This hierarchical stratification of women’s reproductive lives is a useful way to 
highlight the centrality of reproduction in understanding inequality and sources of power, 
subordination, and resistance to influences controlling the reproduction of peoples and cultures.  
Rapp (1999) expressed this most clearly:  
Stratified reproduction is […] a lens through which we can see how 
representations of pregnancy and parenting, gender relations, socioeconomic 
futures and collective as well as familiar aspirations for the next generation are 
also being reproduced. [311] 
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Since Colen (1986) introduced the concept of stratified reproduction and Ginsburg and 
Rapp (1995) adopted and reinforced its significance, it has been used in a variety of 
anthropological settings and analyses, including but not limited to stratification by age and 
marital status in pregnancy of teens (Ward 1995) and single women (Ellison 2003), stratification 
by race (Geronimus 2003) and class (McCormack 2005) in the United States, and stratification 
within experiences of infertility (Inhorn and Fakih 2006), assisted reproductive technologies 
(Polluck 2003; Rapp 1999; Szkupinksy 2007), and adoption (Leinaweaver and Fonseca 2007).  
These accounts of stratified reproduction have proven the theoretical concept’s utility across 
various anthropological investigations.  Some scholars also followed Colen (1995) and studied 
“the transnational experiences of stratified reproduction,” (79) examples of which I have 
followed in this dissertation study.  Before a review of this work however, a review of 
transnationalism is necessary. 
TRANSNATIONALISM 
Ginsburg and Rapp (1995) remind us that reproduction involves “transnational processes 
that link local and global interests” (2).  Transnationalism, as experienced by Chuukese women 
in Guam is an important element of understanding their reproductive experiences.   
The Anthropology of Globalization is the larger body of work encompassing 
transnationalism.  It was inspired by increasing flows and movement of people and capital, and 
subsequent scholarly attention to these flows in the 1980’s.  Particularly influential for early 
scholars of the Anthropology of Globalization were Wallerstein’s (1974) world-systems theory 
(Basch, et al. 1994; Glick-Schiller, et al. 1992; Kearney 1995); and Harvey’s (1989) analysis of 
political economic global expansion and its “time-space compression…central to current culture 
change” (Kearney 1995:551; see also Basch, et al 1994; Glick-Schiller, et al. 1992; Glick-
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Schiller 2003, Inda and Rosaldo 2008).  As anthropologists drew from these works to understand 
the communities in which they worked, several seminal pieces emerged; each approached 
globalization with their own unique interests and priorities.  For example, Basch and colleagues 
(1994) focused on the “emerging global relations of capital,” and “the relationship between 
power and hegemonic constructions of culture and practice” (17). Appadurai (2008 [2000]) 
conceptualized several “scapes” which he used to explore the disjunctures between economy, 
culture and politics. These “scapes” were intended to stress the different “flows” along which 
“materials” move across boundaries (61-2).  Kearney (1995) focused on de-territorialization, 
resulting communities and identity formation.  Several of these early theoretical works of the 
anthropology of globalization argued for its importance in deconstructing anthropologists’ 
notions of bounded communities, cultural specificity, and territorial spaces (Appadurai 2008 
[2000]; Basch, et al. 1994; Glick-Schiller, et al. 1992; Gupta and Ferguson 1997; Inda and 
Rosaldo 2008; Kearney 1995; Tsing 2005).   
Most importantly, while these scholars demonstrated an interest in the “situated and 
conjunctural nature of globalization,” tracking the flows that take place, they were often focused 
on the everyday experiences of the people moving through these flows and their identification 
with these experiences (Inda and Rosaldo 2008:7).  Given the nature of globalization moving 
people and things, migrants took center stage.  Attention to migrants within globalization has 
taken several forms: some researchers have focused on diasporas (Clifford 1995), while others 
deconstructed traditional concepts of immigrant and migrant.  Immigrant was critiqued for its 
implication that people leave their home of origin behind and create an entirely new home, while 
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migrant was critiqued for implying more continuous mobility (Glick-Schiller, et al. 1992).
20
  
Glick-Schiller and colleagues (1992) invented a new term to represent what they observed in the 
Caribbean: transmigrants; their movement as a part of a new transnationalism.  Drawing largely 
from ideas of global capital and labor flows in a Marxist tradition, and the concept of hegemony 
from Gramsci, Glick-Schiller and colleagues (1992) described how these individuals are 
participating in “hegemonic contentions back home” while also forming new experiences and 
meanings in a new setting, all because of the increasing capital penetration that forced movement 
and migration (1994:16).  Thus, transnational migrants “forge and sustain multi-stranded social 
relations that link together their societies of origin and settlement” (Basch, et al. 1994:7).  Inda 
and Rosaldo (2008), while not using the term transmigrant, similarly described these 
transnational connections.  They asserted that migrants “often form what might be called 
diasporic attachments; this refers to the dual affinity or doubled connection that mobile subjects 
have to localities, to their involvement in webs of cultural, political and economic ties that 
encompass national terrains” (Inda and Rosaldo 2008:21).  Kearney (1995) and Ong (1999) 
further explored transnationalism, pointing to the inherent concept of the nation embedded in it: 
transnational migrants actively live not just in two homes but in two nations.  As I will explore in 
Chapter Four, Chuukese women’s migration histories are beginning to demonstrate diasporic 
connections as return to the homeland becomes less and less possible for economic survival; 
further, this community has always been mobile, thus supporting the traditional concept of 
migrant as described by Glick-Schiller and colleagues (1992).  Yet, the Chuukese women with 
whom I worked in Guam specifically—being so close to Chuuk—continue to most accurately 
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 The term migrant is preferred in more recent work because of its ability to encompass several forms of migration 
(Castañeda 2010).  I use transmigrants, transnational migrants and migrants interchangeably to represent the 
Chuukese in Guam. 
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embody the understanding of transnational migrants: active in both nations (or both FSM and the 
territory of Guam) culturally, politically, and economically.   
When studying transnational migrants, scholars have focused on several points of 
interest; some prominent themes include: understanding how transmigrants “establish sets of 
social relations across borders, and maintain them over time” (Glick-Schiller 2003:104), how 
hegemonic constructions of two nations are simultaneously constructed or contested (Kearney 
1995), how relations of power and domination are constructed (Basch, et al. 1994), and how 
identity construction and sense of belonging occur in these trans-experiences that are not simply 
two separate locations and lives but something in-between (Basch, et al. 1994; Gupta and 
Ferguson 1997:35).  This literature also questions who is moving and where; Gupta and 
Ferguson (1997) in particular highlighted the political circumstances of several transmigrants 
today arriving from postcolonial countries into wealthier countries which are often the previous 
colonizers.  How Chuukese transmigrants establish and maintain social relations, multiple 
hegemonic constructions, and construct identities is explored in Chapter Five, as is the 
relationship of Chuukese migrants who do come from a postcolonial place (Federated States of 
Micronesia) to their most recent colonizers (United States). 
There are some relevant critiques of the concept of transnationalism and transmigrants 
that are important to address.  One critique is that people have always been more mobile than 
anthropologists have noticed (Gupta and Ferguson 1997), but previous movement was just at a 
“theoretically inconvenient time” (Mintz 1998:124).  These critiques use the Caribbean as an 
example of much older transnational flows, but they also accurately describe the long traditions 
of Pacific movement.  The second major critique is that much of this literature is disconnected; 
some people focus on the larger political-economic forces and some focus on the cultural, 
66 
 
experiential aspects of transnational movement (Ong 1999).  Ong (1999) argued that instead, 
transnational studies need to capture “the horizontal and relational nature of contemporary 
economic, social, and cultural processes that stream across spaces…(or) their embeddedness in 
differently configured regimes of power” (1999:4).  Third, Glick-Schiller (2005) argued that the 
concept of the nation-state was too prominent in our imagining of “transnational,” and that 
power was left out of early transnational studies.  Glick-Schiller (2005) and Ong (1999) both 
argue for a renewed anthropology of transnationalism which brings power back into the analysis.  
Some scholars such as Ong (1999) have indeed brought power back into migrant studies.  One 
well-known attempt to bring power back into migrant health studies is Fassin’s (2001) 
“biopolitics of otherness,” using Foucault and in particular the body as a place for inscription of 
politics (see also Castañeda 2010). 
Another relevant critique not specific to transnational migrant research but to migrant 
research more broadly is a male-bias.  Pessar (2003) and Ong (1999) argued that an assumption 
of males as more mobile has influenced more male-focused research, and that there is a need for 
more attention to women in transnational movements (see also Benhabib and Resnik 2009).  
With a guided interest in women, Ginsburg and Rapp (1995) argued that the power and 
transnational processes linked to reproduction can create new identities and construct new 
meanings of reproduction through the movement, subordination, and resistance of people.  
Similarly, as Castañeda (2010) recently argued, studying “the social significance of 
reproduction” is particularly “fruitful” in terms of migration research, because of the “very 
tangible implications for citizenship and belonging” (16).  Despite this recognition of the 
centrality of reproduction for understanding transnational processes, there still remains a dearth 
of literature addressing these connections (Browner and Sargent 2011).  In their recent edited 
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volume, Browner and Sargent (2011) critique the current available literature in anthropology of 
reproduction, and argue that globalization has not been “problematized as a concept” (3).  
According to Browner and Sargent (2011), individual, local, state, and the global must be 
operationalized together to understand how they relate to each other.  Their new edited volume 
thus examines “local, regional, state, and global structures as they shape and in turn are shaped 
by reproductive behavior” but also how people “exercise initiative and intent” in global 
reproductive processes (2011:2).  While Browner and Sargent (2011) are undeniably correct that 
there has been a dearth of literature addressing reproduction in global spaces, some studies of 
migrant health have merged global and transnational processes, the role of the state, and 
individual and local actors in the study of stratified reproduction in individual nation-states.  I 
will briefly describe these exceptions below, as they are an important contribution to my 
understanding of the connection between reproduction and transnational migration experiences. 
STRATIFIED REPRODUCTION AND TRANSNATIONAL MIGRATION 
 Migrant women prove a salient example of the way in which reproduction is produced, 
contested, and stratified across transnational boundaries.  For the purposes of brevity, I will only 
describe those authors who have invoked the concept of stratified reproduction in their work, 
however it should be noted that there are several other examples in which migrant women’s 
reproduction has controlled, constructed, and contested in transnational spaces.
21
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 Some important and relevant examples include work by Tormey (2007) and Shandy (2008) on West African 
migrant reproduction in Ireland, Johansen’s (2006) work on the care provided to infibulated Somali women in 
Norway, Tober’s (2006) analysis of Afghan refugees in Iran, Willen’s (2005) work with “illegal” migrant workers in 
Israel, and Goldade’s (2009) work with undocumented Nicaraguan migrant workers in Costa Rica.  
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Sargent and Cordell (2003) and Sargent (2005) used stratified reproduction when 
exploring the context of Malian migrants in France.  This research, conducted in the late 1990’s 
and early 2000’s demonstrated how France was in a particularly pro-natalist moment, but 
attempts to control Malian migrants’ fertility were invoked on a policy-level through attempts to 
control polygamy (and thus, limit the number of children born), and at a less formal level with 
practices of promoting contraception at health clinics (Sargent and Cordell 2003; Sargent 2005).  
Sargent and Cordell’s (2003) work also described how public representations of Malian migrants 
often highlighted traditional practices and high fertility as well as their low levels of formal 
education.  The negative public discourse about these migrants’ hyperfertility is contradictory to 
the largely pro-natalist rhetoric supporting and promoting the reproduction among “traditional” 
(read: White) French society.  Chavez (2004) also described public discourse as a central focus 
of his work involving stratified reproduction, specifically public discourse about Latina 
reproduction in the U.S.  According to Chavez (2004), Latinas were represented as hyper-fertile 
invaders of the body politic (discussed below) who overused all medical and social resources.  
Castañeda (2008) used the concept of stratified reproduction to examine how policies developed 
to assist single German mothers determine the paternity of their child were perceived as 
empowering when used by German women, but dishonest when used by migrant women (354).  
Fleuriet (2009) analyzed how undocumented and poor migrant women in Texas negotiate their 
own agency in an environment with stratified reproduction: attending an alternative birthing 
center to get better quality prenatal care but with no intentions of using it for childbirth, the 
primary intentions behind these centers (2009).   
Each example is relevant to how Chuukese migrant stratified reproduction is conceived 
and enacted in Guam, as the chapters that follow will delineate.  My research with Chuukese 
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women in Guam draws from each of these studies in understanding how Chuukese women’s 
reproduction is stratified through policies, public discourse, and individual agency, and how 
“sources of power and subordination” are inscribed on women’s bodies through reproduction in 
this transnational context (Ginsburg and Rapp 1991:312).  This exploration is also guided by 
Lock and Scheper-Hughes’ (1996) critical interpretive medical anthropology, using the body as 
a primary lens through which to explore society. 
ANTHROPOLOGY AND THE BODY 
 Drawing from Marcel Mauss (1985), Mary Douglas (1973) proposed two bodies to be 
central to anthropological analysis: the individual body and the social body.  She saw the 
individual body as one that is the physical experience of the body, but constantly modified by 
social categories and an exchange of meanings with the social body (1973).  With a focus on 
symbolic anthropology, Douglas (1973) asserted that the individual body is symbolic of society 
and reciprocally, society often symbolized the body.  Mary Douglas is often credited with the 
beginning of what has become a mass of literature on anthropology of the body (Csordas 2002; 
Lock 1993). Other influential early scholars of the body include Bourdieu’s (1977) reformulation 
of Mauss’ (1985) habitus, Foucault’s body politic, feminist inquiries that focused on the female 
body and medical anthropology’s interest in the body in sickness and health (Csordas 1994; Lock 
1993; Scheper-Hughes 1993; Strathern 1996).  It was a part of this new interest in the body as 
the “primary action zone” (Scheper-Hughes 1993) that influenced Lock and Scheper-Hughes 
(1996) to conceptualize their critical-interpretive approach to medical anthropology
22
 that 
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 The first outline of this approach was Scheper-Hughes and Lock’s (1987) review article, however they did not 
invoke the term “critical interpretive medical anthropology” until a subsequent book chapter (1996). 
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encompasses three bodies.  Their work was deemed a classic in anthropology of the body, 
stimulating significant subsequent work (Strathern 1996).  
CRITICAL INTERPRETIVE MEDICAL ANTHROPOLOGY 
 Scheper-Hughes and Lock (1987) argued that medical anthropology had failed to 
problematize the body and they demonstrated its enormous potential to incorporate several 
epistemological and theoretical approaches within one framework.  In conceptualizing what they 
deemed the “mindful body,” they addressed three domains: the individual body, or the 
“phenomenological sense of the lived experience of the body-self;” the social body, or the “body 
as a natural symbol to think about nature, society and culture;” and the body politic, or the 
“regulation, surveillance and control of bodies” (1987:7).  These three bodies represent a 
“working synthesis of three theoretical approaches: existential phenomenology (the individual 
body-self); structural and symbolic anthropology (the social body); and critical theory … (the 
body politic)” (Scheper-Hughes 1993:232).  Thus, this approach to medical anthropology is 
particularly useful to understand experience, meanings, and social structure, but also political 
economy, power and control.  I will describe briefly each of the “bodies” and then explore some 
of the epistemological foundations to further explicate how this approach incorporates several 
traditions in anthropology.  After describing each body and its most influential predecessors, as 
well as some critique and discussion of Scheper-Hughes and Lock’s (1987) mindful body, I will 
compare and contrast Desjarlais’ (1997) critical phenomenology approach in anthropology, a 
similar and influential theoretical framework for this study. 
The Individual Body 
 Scheper-Hughes and Lock (1987) argued that medical anthropology has continued to 
look at the body with the same mind-body duality of the Cartesian legacy in biomedicine (see 
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also Lock and Scheper-Hughes 1996).  In brief, Descartes is credited (or vilified) for separating 
the physical body and the mind in an attempt to safely practice science on the physical body, 
while preserving religious practice for the soul (Scheper-Hughes and Lock 1987).  Scheper-
Hughes and Lock (1987) argued that the analysis at the level of the individual body needs to 
deconstruct the Cartesian legacy of mind-body separation that has been “reproduced” through the 
work of Marx, Freud, and other influential theoretical traditions.  Strathern (1996) described 
Scheper-Hughes and Lock’s (1987) critique of the Cartesian duality as a common one in medical 
anthropology, especially because of its impact on the duality-focused practices of biomedicine.  
In order to deconstruct this dualism, the individual body is supposed to represent—drawing from 
Mauss—a certain level of self-consciousness and some individual sense of “being in the world” 
in all humans.  In this attempt, Scheper-Hughes and Lock (1987) focused on the individual body 
as the “lived experience of the body-self” and an epistemological grounding in existential 
phenomenology (7).  Using this phenomenological concept of the body, Lock and Scheper-
Hughes (1996) argued that individual body is the “most immediate, the proximate terrain where 
social truths and social contradictions are played out, as well as the locus of personal and social 
resistance, creativity, and struggle” (70).  
The Social Body 
 The second level of analysis for the critical interpretive approach to medical 
anthropology is the social body, which draws primarily from structural and symbolic 
anthropology, but also with some attention to embodiment (Scheper-Hughes and Lock 1987).  
The social body is “an instrument of social inscription” both in symbolic terms and in its 
“unconscious cultural loyalty” (Scheper-Hughes 1993:231).  Drawing from Mary Douglas’ 
(1973) social body, Scheper-Hughes and Lock (1987) argued this body is often reflected in 
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representations of society and society often reflects representations of the body, and serves as 
significant sources of metaphor; very often these metaphors are relevant to medical anthropology 
(1987).  To describe the body’s role as metaphor and representation, Scheper-Hughes and Lock 
(1987) explored how medical anthropology has “frequently encountered symbolic equations 
between conceptions of the healthy body and the healthy society, as well as the diseased body 
and the malfunctioning society” (20).   
The “unconscious cultural loyalty” is a second aspect of the social body Scheper-Hughes 
and Lock (1987) describe as the “embodied world” (20).  While this particular idea of 
embodiment was not elaborated extensively, Bourdieu’s habitus is utilized (22).  Bourdieu’s 
habitus has played a large role in concepts of embodiment.  Borrowing from Mauss (1985), 
Bourdieu’s (1977) habitus refers to habituated expressions of social identity and social order 
(Scheper-Hughes 1993).  Bourdieu (1977) understood habitus as literally the habits and actions 
unconsciously enacted by humans as social beings, and also as the reproduction of these habits.  
He considered these our “automatic and impersonal,” “ordinary practices” that are not only 
perpetually reproduced but give meaning to what we consider unordinary (1977:80).  Choosing 
to blend these two concepts of habitus and symbolic structure in their social body, Scheper-
Hughes and Lock (1987) argued that the body represents society through this embodiment. 
The Body Politic 
 In bridging the individual, lived experience, and the social symbolic body, Scheper-
Hughes and Lock (1987) argued that the relationship between individual and social bodies is 
more than just “metaphors” and “collective representations,” it is also about “power and control” 
(23).  This third level of analysis is the body politic:  
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An anthropology of relations between the body and the body politic inevitably 
leads to a consideration of the regulation and control not only of individuals but of 
populations and therefore of sexuality, gender, and reproduction—what Foucault 
(1980) refers to as biopower. [Scheper-Hughes and Lock 1987:27]. 
   
Connecting the importance of biopower and the body politic to Douglas’ (1973) social body, 
Lock and Scheper-Hughes (1996) essentially adopt Foucault’s argument that “societies regularly 
reproduce and socialize the kind of bodies they need” (62).  This is the critical level of analysis 
at which the body is historicized, and this critical theory is invoked.  While Scheper-Hughes and 
Lock (1987) focus on Foucault’s biopower in their original work, subsequent work also credited 
Gramsci’s hegemony and Marx’s political economy for adding to a critical level of analysis 
(Scheper-Hughes 1993). 
The Mindful Body: Emotion 
Scheper-Hughes and Lock (1987) did not complete their new framework with the three 
bodies; they added a way to mediate these bodies: emotion.  They argued that emotions “affect 
the way in which the body, illness, and pain are experienced and are projected in images of the 
well or poorly functioning social body and body politic” (28).  They used emotion as a way to 
bridge all of these bodies, and called this merger of the three bodies the “mindful body” (1987).   
Critiques 
There are some important critiques that were wielded against this framework, and I will 
add my own.  First, the choice to explicitly use existential phenomenology and the “lived 
experience” has important implications for the role of the individual body.  Yet, the focus of 
Scheper-Hughes and Lock’s work on the individual body is much more about historicizing the 
Cartesian legacy than delineating the phenomenological body-self, leaving a certain vagueness 
that opens it up for various interpretations.  Phenomenology, in short, is considered a “radical, 
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anti-traditional style of philosophizing” which focuses on experience and “rejects a 
representationalist account of knowledge” (Moran and Mooney 2002:4).  Phenomenology most 
prominently entered anthropology during this time as Victor Turner conceptualized what was 
called the Anthropology of Experience, which focuses on the “lived experience” drawn from the 
philosopher Heidegger’s (phenomenological) sense of “being-in-the-world” (Bruner 1986).  This 
concept of phenomenology, Csordas (1994) argued, is “methodologically critical, for it is the 
difference between understanding culture in terms of objectified abstraction and existential 
immediacy” (10).  Often described as semiotic approaches, the “objectified abstraction” analysis 
in anthropology, or the more textual, representational, discourse of interpretive anthropology was 
considered by followers of the Anthropology of Experience to not give attention to immediacy of 
experience and action (Csordas 1994).  Scheper-Hughes and Lock’s choice, then, to describe the 
individual body as phenomenological implicated their interest in the focus of immediate 
experience and not on representation or discourse.  In a somewhat contradictory tone however, 
they named the new framework using the term interpretive (1987, 1996).  This term paid homage 
to Geertz’s (1973) interpretive anthropology of “thick description,” – a semiotic, textual 
approach where interpretation is given precedence over experience (Csordas 1994).  This 
contradiction will be explored further when comparing critical phenomenology. 
While Lock and Scheper-Hughes (1996) did invoke the concept of embodiment, their 
conceptualization of embodiment as the social body, a blending of habitus and structural 
anthropology, has also been critiqued.  Csordas (1994) called this one example of a tradition of 
work on “anthropology of the body” that takes “embodiment” for granted (1994:6).  While 
symbolic and representational thought in Lock and Scheper-Hughes’ (1996) embodiment are 
considered semiotic approaches, Csordas (1994) formulated an understanding of embodiment 
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from a phenomenological point of view.  Using both Bourdieu’s (1977) habitus and philosopher 
Merleau-Ponty’s embodiment work, Csordas argued that embodiment as “existential ground of 
culture and self” is critical to understanding phenomenological concepts of “being-in-the-world” 
(1994:12).  Csordas positioned his own approach not as a replacement, but as an 
epistemologically different paradigm (1994, 2002). 
Critiques have also been yielded about Foucault’s body politic, the third level of Scheper-
Hughes and Lock’s (1987) framework.  Csordas (1994) argued that Foucault is too focused on 
representation, and Turner (1994) argued that his concepts are too mechanical and rules out any 
role for agency.  Scheper-Hughes and Lock addressed this critique however, agreeing that 
Foucault’s body does not have subjectivity or experience (Lock and Scheper-Hughes 1996; 
Scheper-Hughes and Lock 1987).  They argue that the merger of their three bodies thus brings 
experience back to the grand theories of power and power back to the individuated approaches of 
experience (Lock and Scheper-Hughes 1996; Scheper-Hughes and Lock 1987). 
Body Praxis 
Some of these critiques may be addressed by an addition in Lock and Scheper-Hughes’ 
later publication (1996).  It focused less on emotion as a mediating factor for the three bodies and 
more on body praxis, which they defined as “someone living out and reacting to his or her 
assigned place in the social order,” bringing the social order “into sharp focus” (1996:65).  This 
idea of body praxis was heavily influenced by Bourdieu, who argued against what was at the 
time considered “objective” thought that considered culture as a system of underlying structures, 
but also against “phenomenological” thought, understanding the free will and lived experience of 
the actors, the two competing concepts of culture at the time (Moore 2009).  Instead of arguing 
for the importance of structure and objectivity or the importance of the lived experience, 
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Bourdieu (1977) thought these opposing forces needed to both be considered in a dialectical 
tension mediated by a “theory of practice and of practical knowledge” (4).  This was an attempt, 
as Moore (2009) explains, to take “an analytical exit from this endless dichotomy” (326).  Part of 
this theory of practice involved asking what theoretical and social conditions make objective 
knowledge possible, essentially bringing history and consciousness of the process of knowledge 
formation back to pursuit of “objective” knowledge and primary experience (1977).  A theory of 
practice, then, would seem a reasonable approach to traverse Lock and Scheper-Hughes’ (1996) 
three bodies that represent both ends of the dichotomy.  
Unlike Lock and Scheper-Hughes, I have not only found the final concept of body praxis 
particularly useful for traversing these three bodies, but I believe their original work on emotion 
works within a theory of practice as well and should not be ignored.  While body praxis 
necessarily encompasses both a history of knowledge formation and primary experience, the way 
in which a person is “living out and reacting to his or her assigned place in the social order” is 
mediated by emotional experiences of doing so.  This attention to emotion is guided by the 
importance of emotion in women’s life histories as I will depict in Chapter Eight.    
Following Lock and Scheper-Hughes’ (1996) approach, this dissertation examines the 
intersection of Chuukese transnational women’s reproductive experiences in transnational spaces 
(individual body); symbolic representations of their reproductive bodies in society (social body), 
and the control and movement of their reproductive bodies (body politic).   
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DIALECTICAL TENSION: CRITICAL INTERPRETIVE MEDICAL 
ANTHROPOLOGY AND CRITICAL PHENOMENOLOGY 
 Critical phenomenology, a framework outlined by Desjarlais (1997) and expanded by 
Willen (2005, 2007), is an alternative but similar framework which influenced this dissertation.  
In particular, I was influenced by the dialectical tension between the two frameworks. 
When conceptualizing critical phenomenology, Desjarlais (1997) hoped to: 
Sketch a way of thinking about social life that treats the category of experience 
not as universal, natural, and supremely authentic entity – as many take it to be – 
but as a process built sharply out of cultural, historical, political, and pragmatic 
forces. [1997:10]   
 
Experience is extremely important, but so are considerations of political economy, as well as 
human agency and subjectivity.  Desjarlais (1997) found inspiration from Nietzsche’s “webs” of 
political relations, history, and cultural values that make consciousness, Heidegger’s 
phenomenological sense of being-in-the-world, and Foucault’s power and discourse that shapes 
lives.  He thought “such work can offer insights into how political, economic, biological, and 
cultural forces intersect in constituting a person’s or group’s lifeworld, as well as address 
the…broader social and political dynamics in accounting for subjective realities” (25).   
 Willen (2007) adopted this critical phenomenology and expanded on it specifically to 
represent what she deemed a “critical phenomenology of migrant illegality.”  In her expanded 
notion, she attempted to link juridical and political status, sociopolitical condition and 
phenomenology (2007).  Willen showed how:  
A critical phenomenological approach demands attention…to the conditions of 
structural inequality and structural violence that shape migrants’ position and 
status […] and the impact of these contextual factors on migrants’ individual and 
collective experiences of being in the world. [2007:13] 
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 At first glance, the primary dialectical tension between critical interpretive medical 
anthropology and critical phenomenology is what Csordas (1994) described as an 
epistemological difference between those who think in terms of knowledge/representation/text 
(interpretive) and those who think in terms of experience/immediacy/action (phenomenology).  
Scheper-Hughes and Lock (1987) did invoke the term interpretive in their naming of their 
framework, but I argue that they incorporated both representation and phenomenology-based 
approaches.  The individual body was explicitly described as the phenomenological lived 
experience (just as in critical phenomenology) and in both frameworks the body politic was 
about the critical perspective – considering how power and political-economy shape experience.  
The primary difference between these two theories, then, as espoused more by Willen (2007) 
than Desjarlais (1997), would be what Scheper-Hughes and Lock (1987) described as the social 
body, influenced by social structure and symbolism (representation), and Willen’s (2007) 
secondary level of looking at “collective experiences of being in the world,” an extension of 
phenomenology.  It appears that the mid-level approach in one framework is more 
representational (critical-interpretive) and in the other is more experiential (critical 
phenomenology). 
What is most important about differences between these two theories however, is the 
flexibility of critical interpretive medical anthropology.  In delineating the epistemological 
tension between semiotic/textual and phenomenological/experiential approaches, Csordas (2002) 
argued that each of Scheper-Hughes and Lock’s (1987) three bodies can be understood from both 
traditions.  I believe this is possible, ironically, because of the vague explanations of the 
individual and social body Scheper-Hughes and Lock (1987, 1996) provided.  Thus, while 
critical phenomenology is explicitly phenomenological at the individual and social level, critical 
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interpretive medical anthropology may be able to explore the representational and the 
phenomenological ways of knowing and understanding culture.  Scheper-Hughes and Lock’s 
(1987) framework therefore is capable of being understood as a dialectical tension between 
textual and phenomenological approaches, utilizing bodies that can be traversed through the 
body praxis.  
 Scheper-Hughes and Lock’s (1987) three bodies were initially a better approach for my 
analysis of Chuukese women because of the more definitive use of bodies that serve as a clear 
theoretical and methodological framework for a multiple level analysis.  After having explored 
the epistemological foundations of their critically interpretive medical anthropology and 
Desjarlais’ (1997) critical phenomenology, I realized that they were also more flexible for my 
attempt to both represent and understand lived experience.  Desjarlais (1997) and Willen (2007) 
however, have also influenced this work, as this very similarly constructed framework provides 
further guidance for how to employ a theory that importantly but also challengingly considers 
multiple levels of analysis in understanding culture. 
 Both traditions were followed by researchers with a variety of interests, but important to 
note here are Goldade’s (2009) use of critical interpretive medical anthropology and Willen’s 
(2005) use of critical phenomenology to explore reproductive health.  Goldade’s (2009) work is 
important because she took a critical interpretive approach in a transnational context, 
investigating reproductive health of undocumented Nicaraguan migrants in Costa Rica.  She 
argued that critically interpretive medical anthropology enabled her to look at medical 
citizenship in the context of gender, migrant illegality, social exclusion, and historical 
conceptualizations of health care and all in the context of transnational movement (2009).  
Willen (2005) similarly investigated reproduction and reproductive health of undocumented 
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migrant workers, but in Israel using critical phenomenology.  Willen (2005) focused on global 
political forces and how they are enacted and reproduced in local contexts.  Both of these works 
were very influential to my exploration of Chuukese migrant women in Guam – especially in 
their examination of the social representations and control of migrant bodies through 
reproduction and in understanding the political-economic forces that were the impetus for their 
transnational movement.  Where my work differs most from Goldade’s (2009) and Willen’s 
(2005) work is in the fact that, unlike the migrant women they portray in Costa Rica and Israel,  
Chuukese women do have legal rights to be in Guam.  As a result, both of these authors tend to 
focus on the experience of illegality in the context of reproduction, whereas this dissertation 
focuses on the experience of reproduction itself in the context of an ambiguous political status.   
THEORETICAL CONTRIBUTIONS 
I have utilized the lens of reproduction in a transnational context guided by critically 
interpretive medical anthropology to understand Chuukese migrant women’s reproduction.  The 
blending of these three bodies of literature has been beneficial in elucidating the context of the 
Chuukese migrant women’s lives.  Reproduction has been argued as an important lens to link 
transnational processes (Ginsburg and Rapp 1991; 1995) and as particularly useful for migration 
research (Castañeda 2010).  Yet, little research has used reproduction as a lens through which to 
understand transnational migrant experiences and movement outside of the domain of one 
individual country (Browner and Sargent 2011).  Transnational studies conversely have focused 
on either political-economic processes or experiences of migration without accounting for how 
they are situated within each other and different processes of power (Ong 1999).  Furthermore, 
those studying migrants within transnational contexts have often left women out of the analysis 
(Benhabib and Resnik 2009, Ong 1999; Pessar 2003).  These two bodies of literature have both 
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argued for more approaches that blend individual/experiential, social/cultural and critical 
elements – something critical interpretive medical anthropology does well.  Goldade (2009) and 
Willen (2005) conducted research that did blend these elements, but the focus on illegality takes 
reproduction out of the center of social theory.  This dissertation adds to this body of literature by 
putting reproduction back in the center, as I explore reproduction in transnational contexts with 
multiple-level approaches.  
SUMMARY 
The task of a critical-interpretive medical anthropology is, first, to describe the 
variety of metaphorical conceptions (conscious and unconscious) about the body 
and associated narratives and then to show the social, political, and individual 
uses to which these conceptions are applied in practices. [Lock and Scheper-
Hughes 1996:48]   
 
This chapter has explored the politics of reproduction, with a focus on stratified 
reproduction, transnationalism, and critical interpretive medical anthropology to better identify 
their epistemological foundations and the utility of blending these traditions to explore Chuukese 
women’s reproduction.  Using the lens of Chuukese women’s reproduction, I explore their 
“metaphorical conceptions” and “associated narratives” and analyze how they are applied in 
practices at the individual, social and political level.  Using this theoretical framework, my 
methodology will be described in Chapter Four.  
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CHAPTER FOUR 
METHODS, ETHICS, LIMITATIONS 
 
This project situates Chuukese women’s reproduction within the context of 
transnationalism between Chuuk, Federated States of Micronesia (FSM) and Guam, United 
States (U.S.).  This dissertation methodology was framed with guidance from Lock and Scheper-
Hughes’ (1996) critical interpretive medical anthropology, examining the reproductive lives of 
transnational Chuukese migrant women on three levels: the individual body, or the personal, 
lived experience; the social body, or the body as metaphor and symbol for social life; and the 
body politic, or the power and control of the movement and reproduction of bodies (Lock and 
Scheper-Hughes 1996; Scheper-Hughes and Lock 1987).  Further, this dissertation project was 
multi-sited to understand how “people, cultures, and things are remade as they travel” (Tsing 
2008:85), in this case, reproduction.  This chapter will describe methods utilized to research 
similar topics, followed by my methodological approach, research questions, methods employed, 
and the demographic profiles of participants.  To conclude, this chapter will discuss ethical 
considerations and limitations of this project. 
METHODS USED FOR SIMILAR RESEARCH IN MICRONESIA 
ETHNOGRAPHIC METHODS: MEDICAL ANTHROPOLOGY 
Little work has been conducted in medical anthropology on Micronesia (Rubinstein 
1999).  In his chapter assessing the available American medical anthropological literature since 
World War II, Rubinstein described only two ethno-medical dissertation studies as forming the 
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basis of understanding Micronesian conceptualizations of health; one in Chuuk (Mahony 1969) 
and one in Pohnpei (Ward 1977).  Furthermore, very little work has focused on specific health-
related topics, especially reproductive health (Rubinstein 1999).  Rubinstein described this lack 
of research with concern, given the high infant and maternal mortality and high rates of sexually 
transmitted infections in the region (1999).  The one exception to this virtual absence of 
reproductive health literature in Micronesia is Marshall and Marshall’s (1979, 1980, 1982) 
attention to infant feeding and nutrition.  Two ethnographic studies that focus on reproductive 
health-related topics were conducted that were not reviewed in Rubinstein’s assessment: Moral’s 
(1996) doctoral thesis on Chuukese sexuality
23
 and Fitzgerald’s (2001) study of reproduction in 
Pohnpei.  These two studies were influential in determining my methods for this project. 
 Moral’s (1996) thesis took a feminist approach by investigating women’s sexuality from 
the perspective of women (1996).  Although not for the purposes of medical anthropology, her 
focus on sexuality and the body contributed similar data to what a medical anthropological 
perspective would uncover.  Drawing from Weiner’s (1976) work in the Trobriand Islands and 
other criticisms of the missing women in anthropological research, Moral critiqued what she 
called the “American proposal” in Chuuk (Fischer 1963; Fischer and Swartz 1960; Gladwin and 
Sarason 1953; Goodenough 1949; Swartz 1958).  According to Moral, the “Americans” rarely 
interviewed women, and rarely involved women in analysis (Ann Fischer was the exception); 
and yet depictions of them were often quite negative, such as being incapable of complex 
thought, and conversely, manipulative (1996).  Her study was meant to bring women’s roles and 
experiences back into the literature on Chuukese sexuality (Moral 1996).  Moral’s approach 
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 Although Moral’s (1996) thesis was prior to Rubinstein’s (1999) publication, she completed her studies in Spain; 
therefore her work would not be included in this American assessment.  
84 
 
involved ethnographic methods in two locations, including Chuuk’s central island and an outer 
island (1996).  Moral conducted two years of participant observation, 32 in-depth interviews (ten 
men and 22 women), four life story interviews, and four health care personnel/traditional 
midwife interviews; she also conducted structured observations to assess bodily adornment and 
other forms of sexual expression (1996).  Her very comprehensive and detailed ethnographic 
study provided significant details on Chuukese sexuality; the strengths to her approach are much 
more prominent than the weaknesses.  Where Moral’s work is problematic is in her over-
epistemological approach; her work was very focused on symbolic meaning, with little attention 
to individual experience or critical perspectives.  Her analysis also left Chuukese sexuality as 
ahistorical and bounded, much like the “American proposal” predecessors decades before.  
Nevertheless, Moral (1996) provided rich ethnographic data on symbolic representations of 
sexuality for the Chuukese, and this dissertation expands on her findings with more attention to 
experience and social symbolic perspectives situated in the current political, socio-economic, and 
transnational setting.  
The second ethnographic study that covered reproductive health in this region was 
Fitzgerald’s (2001) Whisper of the Mother.  While this ethnographic study was actually 
conducted in the neighboring state of Pohnpei, eight of the 24 participants were Chuukese (n=1) 
or Mortlockese
24
 (n=7).  Fitzgerald (2001) conducted formal group and individual interviews 
over the course of two months.  She used a life span approach to reproductive health, and asked 
questions about topics that ranged from menarche to menopause (Fitzgerald 2001).  Fitzgerald’s 
approach to study reproduction with a life span approach was influential in my own interest to 
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 The Mortlock Islands are part of Chuuk state and are located between Chuuk and Pohnpei state; Mortlockese 
people migrate and have established communities in both Chuuk center (Wééné) and Pohnpei state. 
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understand the reproductive life span for Chuukese women, and provided useful insights and 
data regarding Micronesian reproduction.  Fitzgerald also paid attention to changing times in 
Pohnpei from migration and other factors, contextualizing her study to some degree.  This work 
had weaknesses too, however.  The depth of each topic she covered was lacking, and it is my 
assessment that this may be due to her short time in the field.  Two months may not be sufficient 
time to build the rapport necessary to discuss these sensitive topics, nor is it sufficient time to 
collect data in a more iterative manner that would be amenable to such exploratory research.  I 
drew from Fitzgerald’s life span approach, but worked to investigate these topics in more depth. 
PUBLIC HEALTH METHODS 
 Public health research concerning the reproductive health of Chuukese, or overall 
Micronesian women has also been very limited (Smith 2012).  Most of this research has 
consisted of surveys, chart reviews, and STI testing.  Often a theory or methodological 
framework is not even described, with the exception of Russell and colleagues (2007) who 
explicitly sought to assess knowledge, attitudes and behaviors
25
 regarding HIV in Chuuk.  These 
studies were usually conducted with very specific measurement goals and pre-conceived 
assumptions about reproductive health behaviors and beliefs that needed to be quantified.  This 
dissertation topic in no way lent itself to quantitative research, but findings from this exploratory 
dissertation can inform future quantitative studies.  
One particularly insightful qualitative public health study was conducted by Wong and 
Kawamoto (2010) in Hawai’i (see also Kawamoto 2009).  These researchers conducted semi-
structured interviews with ten key informants to explore knowledge, attitudes and beliefs of 
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 This may be from influence of the Health Belief Model, although it was not actually credited for influencing their 
work. 
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HPV, cervical cancer, and cervical cancer screening of Chuukese women living in Hawai’i.  
Their methodology worked very well for this largely unexplored topic, as demonstrated by their 
findings (see Chapter Two).  It was a very small pilot project however, and it was very focused 
on HPV and cervical cancer.  Their use of semi-structured interviews was adopted for this 
project. 
During my time in the field a second insightful study on health disparities was completed 
(Hattori-Uchima 2013).  Margaret Hattori-Uchima conducted five focus group interviews with 
21 Chuukese women and seven key informant interviews with health and social service 
providers.  Her use of focus groups for Chuukese women to discuss overall health access issues 
worked quite well and provided rich findings, many of which corroborate with findings from this 
dissertation study.  Although my topic of choosing is too sensitive for focus group interviews 
with Chuukese women, Hattori-Uchima’s use of this method did provide evidence of its utility 
for less sensitive and personal topics among Chuukese women.  Hattori-Uchima’s key informant 
interviews were a similar format to the health care worker (HCW) interviews I employed 
(described below).  
MULTI-SITED RESEARCH  
Robert Kiste (1999) suggested that more people should study the “host of topics” on 
migration as Micronesians continue to migrate (463).  Encapsulating the transmigration of 
particular Chuukese groups, both Mac Marshall (2004) and Lola Quan Bautista (2010) 
conducted multi-sited studies that answered Kiste’s (1999) call.  Both of these studies capture 
and address the movement and flow of people from one location outward to several locations, 
with a focus on migration flows and experiences.  These two studies were very important and 
influential for developing my own multi-sited methodology, but this dissertation differs in that 
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the primary focus is reproduction and reproductive health in the context of these flows.  
Therefore, I have worked to capture how one particularly central focus of social life 
(reproduction) is negotiated in the context of migration, instead of primarily focusing on the 
migration itself. 
This dissertation builds upon Wong and Kawamoto’s (2010) and Hattori-Uchima’s 
(2013) studies of Chuukese women’s health in a transnational context, Moral’s (1996) 
comprehensive study of sexuality in Chuuk, and Fitzgerald’s (2001) life span approach in 
Pohnpei by adding a more in-depth, comprehensive, critically contextualized life-span 
investigation of Chuukese women’s reproduction and reproductive health.  Additionally, this 
research was built upon Bautista (2010) and Marshall’s (2004) work that examines Chuukese 
experiences in transnational spaces.   
METHODS USED FOR SIMILAR RESEARCH OUTSIDE OF MICRONESIA 
MULTI-SITED RESEARCH 
Beyond the Micronesian examples described above, Jennifer Hirsch’s (1998) dissertation 
was particularly relevant to my multi-sited work.  Hirsch (1998) examined reproduction and 
sexuality of transnational women between a village in Mexico and Atlanta, Georgia (U.S.).  
Interested in how living in either the U.S. or Mexico impacted women from the same families in 
the two locations, Hirsch addressed the same topic: reproduction in the context of 
transnationalism.  Hirsch interviewed half of her participants in Atlanta and half in Mexico, 
assuming that Atlanta participants would have more “modern” ideas about reproduction and 
sexuality (Hirsh 2003).  She found that her previously unexamined assumption was wrong, and 
in fact, age was the most important factor for influencing “modern” ideas (Hirsh 2003).  Her 
(1998) comparative study warns against these ideas of “modern” and “traditional,” and I was 
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influenced by her warning not to do a simple comparison, as transnational should incorporate a 
study of people within and between these two nations, not just in one or the other.  Thus, the site 
of Chuuk was utilized for a base understanding of reproductive health systems in Chuuk, and to 
provide a very basic understanding of what “home” is to transnational Chuukese women, but will 
not serve as a site for some type of comparison of the “traditional.”  
LIFE HISTORIES 
Again, the most relevant example of work for conceptualizing this method was Jennifer 
Hirsch’s (1998) dissertation.  Her approach included a six-part life history interview that began 
with less sensitive topics such as childhood and family life and progressed through each 
interview to a more sensitive topic (Hirsch 1998).  This comprehensive approach was intended to 
cover the range of sexuality and reproduction of these transnational women (Hirsch 1998).  This 
proved a successful method of investigation to understand these topics in a transnational 
environment.  I conducted similar life history interviews modeled off of Hirsch with Chuukese 
transnational women. 
RESEARCH PLAN 
LeCompte and Schensul (1999a) outline what they describe as the five most common 
paradigms for thinking about ethnographic research: 1) positivist, 2) critical theory, 3) 
interpretive, phenomenological and constructivist theory, 4) ecological theory, and 5) social 
network theory.  Two of these paradigms represent the way that I chose to think about this 
ethnographic research.  First, the critical paradigm was influential.  LeCompte and Schensul 
argue that “Critical theory calls for a focus on the ways in which gender, class, culture, race, 
ethnicity, and power intersect to shape inequities.” (1999a:46).  One component of this paradigm 
is action research: using research in an attempt to transform these inequalities (Creswell 1998; 
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LeCompte and Schensul 1999a).  As an applied medical anthropologist, I am drawn to this 
critical framework.  Critical medical anthropologists have a particular interest in how these 
intersections shape health (Baer, et al. 2003). 
This project is also feminist in approach.  Similar to critical paradigms, feminist research 
approaches are intended to “establish collaborative and non-exploitative relationships, place the 
researcher within the study so as to avoid objectification, and conduct research that is 
transformative” (Creswell 1998).  Further, feminist ethnography is ethnography that works to 
“(1) document the lives of women, (2) understand the experiences of women from their own 
point of view, and (3) conceptualize women’s behavior as an expression of social contexts” 
(Reinharz 1992:51), all of which are components of this dissertation.  Like Moral’s work (1996), 
this is ethnography of women by a woman; something Kiste (1999) argued is missing from the 
ethnographic record in Micronesia.
26
  
LeCompte and Schensul (1999a) argued that “Applied ethnographic research also 
benefits greatly from an interpretive or constructivist viewpoint—its emphasis on the generation 
of shared meanings and its recognition of the importance of local context and cultures in human 
behavior and beliefs” (58).  What LeCompte and Schensul describe as the interpretive and 
phenomenological paradigm also shaped my ethnographic methodology, although as I elaborated 
on in Chapter Three, these paradigms construct reality in two different ways and are actually two 
different approaches. 
 LeCompte and Schensul (1999a) describe the blending of multiple paradigms as a 
“paradigmatic synthesis” (55).  My theoretical framework includes Lock and Scheper-Hughes 
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 Two research studies taking a feminist approach were conducted; one before Kiste (1999) and one after which is 
why it was not included.  One was a feminist, Foucault-inspired study of Palauan women’s power (Wilson 1995); 
the other a feminist cultural history of Catholicism and spirit possession in Chuuk (Dernbach 2005). 
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(1987) critical interpretive medical anthropology; which is in itself a “paradigmatic synthesis” 
within medical anthropology theory, and a theory that is particularly useful for translating into a 
methodology.  Lock and Scheper-Hughes’ (1996) framework (see Chapter Three) encompasses a 
blending of these paradigms: critical perspectives that pay particular attention to political-
economy, power and other structural forces that shape social life; social meaning, and symbolic 
representations, or how communities construct social life; and personal, individual lived 
experiences.  Thus, my approach traversed these three levels of investigation with attention to 
reproduction, which is itself a feminist project. 
RESEARCH QUESTIONS  
Reflecting on my preliminary experiences in Guam with Chuukese migrant women, and 
through the lens of reproduction and transnationalism, with a critical interpretive focus, I 
developed the following primary research questions: 
1) Policies and Practices. What public health and social service policies are directed 
toward Chuukese reproduction in Chuuk and Guam? 
2) Representations of Reproduction. How is Chuukese transnational women’s 
reproduction represented in Chuuk and Guam?  Does reproduction take new social form 
when women move?  What do representations of reproduction reveal about larger societal 
perceptions of Chuukese transnational migration between Chuuk and Guam? 
3) Reproductive Experiences. How do these policies, practices and social representations 
impact Chuukese women’s reproductive experiences? How do Chuukese women 
experience, understand, and negotiate their role as reproducers, both biologically and 
socially, as part of both Chuuk and Guam?   
4) Intersection: Reproductive Health.  How is Chuukese women’s reproductive health 
impacted (i.e., stratified) by policies and practices; social meanings and representations; 
and individual experiences of reproduction, in this transnational context? 
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METHODOLOGY 
 Given the investigation of reproduction of transnational migrants, this project was multi-
sited in order to “study the landscape of circulation as well as the flow,” to understand the 
remaking of people, cultures and things (Tsing 2008:85).  Multi-sited ethnography is unique in 
its ability to understand migrant flows as they happen, through an investigation of several 
locations of flow.  Multi-sited work has also been promoted for studies of reproduction.  
Browner and Sargent (2011) posited that in order to study the intersection of reproduction, 
globalization, and the state, one must conduct a global ethnography, or “ethnographic studies 
beyond space and time.” (7)  This idea of global ethnography follows human experiences of 
migration, but in other domains of analysis, such as reproduction—thus, the sites themselves are 
not the focus—but instead how the particular domain of study is manifested in different sites 
(2011).  Further, I conceptualized the sites to not just be those across nations (Guam and Chuuk) 
but across other cultural sites (the clinics and the communities). 
Following Lock and Scheper-Hughes’ critical interpretive approach, this dissertation 
examines the reproductive lives of transnational Chuukese migrant women on three levels: the 
individual body, or the personal, lived experience; the social body, or the body as metaphor and 
symbol for social life; and the body politic, or the power and control of the movement and 
reproduction of bodies (Lock and Scheper-Hughes 1996; Scheper-Hughes and Lock 1987).   
This multi-sited research project proceeded in two sites.  First, I lived in Guam from 
December 2011 to May 2013 and August 2013 to May 2014, which was the primary location of 
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my multi-sited research.
27
  I chose to examine both the clinic and the community as cultural 
entities, thus conducting ethnography both inside and outside of the clinic doors.  In Guam I 
conducted participant observation in three publicly funded health clinics serving Chuukese 
women’s reproductive health needs, and conducted semi-structured interviews with health care 
workers (n=20).  Simultaneously I conducted participant observation within the Chuukese 
communities in Guam, and conducted life history interviews with Chuukese women currently 
living in Guam (n=10).  In between the two years I lived in Guam, I also spent May 2013 to 
August 2013 in Chuuk, conducting participant observation in health care settings (Chuuk Public 
Health Clinic and Chuuk State Hospital), semi-structured interviews with health care workers 
(n=6), participant observation and informal interviews with women living in Chuuk, and life 
history interviews with women who live in Chuuk now but who lived in Guam at some point 
(n=5).  This site allowed me to gain a basic understanding of Chuuk so that I was better able to 
assess how the transnational movement may impact reproduction in Guam.  See Table 4.1 below 
to see how each method corresponds with the research questions. Below I will elaborate how I 
carried out each of these methods and my justification for using that method.   
METHODS 
Entering the Field: Participant Observation, Informal Interviews 
As I entered each field—both in Chuuk and Guam, and both in clinical encounters and 
Chuukese communities—I gained access through connections I had already made, as Agar 
(1996) suggests, and slowly built relationships outward from these connections.  In the first few 
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 Marcus (2009) asserts that more intensive investigation is sometimes appropriate at one site over another.  Since I 
am particularly interested in how reproduction is enacted in Guam as the central site of transnational movement, it 
was a more intensive site of study.   
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months of being in Guam, I aligned myself with the University of Guam (UOG) and began 
working in a UOG-based Violence Prevention Program.  Eventually, I also began to teach gender 
studies courses.  During this time, I obtained IRB approval from both the University of Guam 
and the University of South Florida for this study, and started the longer process of getting 
approval by the Chuuk State Department of Health to also conduct the study in Chuuk (which 
took one year total). 
Table 4.1. Research Questions and Data Collection Methods 
Research 
Question 
Corresponding Methods Employed 
RQ1: Policies and 
Practices 
Primary: Background research into insurance and clinic structures; participant 
observation in clinics in Chuuk (n=99 encounters) and Guam (n=126 
encounters); interviews with health care providers in Chuuk (n=6) and Guam 
(n=20).  Secondary: Life history interviews with Chuukese women in Chuuk 
(n=5) and Guam (n=10). 
RQ2: 
Representations 
Primary: Background research on Guam news, participant observation in the 
Guam and Chuuk communities, life history interviews with Chuukese women in 
Chuuk (n=5) and Guam (n=10).  Secondary: Interviews with health care 
providers in Chuuk (n=6) and Guam (n=20).   
RQ3: Reproductive 
Experiences 
Primary:  Life history interviews with Chuukese women in Chuuk (n=5) and 
Guam (n=10); participant observation in clinics in Chuuk (n=99 encounters) and 
Guam (n=126 encounters).  Secondary: Participant observation in the Guam and 
Chuuk communities. 
RQ4: Reproductive 
Health 
Primary: Participant observation in clinics in Chuuk (n=99 encounters) and 
Guam (n=126 encounters); interviews with health care providers in Chuuk (n=6) 
and Guam (n=20).  Secondary: Life history interviews with Chuukese women in 
Chuuk (n=5) and Guam (n=10). 
 
Bernard (2006) argues that participant observation or “hanging out” builds rapport and 
trust, making people feel more comfortable over time (368).  Thus, I got to know various 
individuals and communities informally and became a member of the community myself.  These 
early encounters were very important in informing and refining my original data collection tools 
for my more formal methods (Agar 1996; LeCompte and Schensul 1999b; Pelto and Pelto 1978).  
94 
 
Once adequate time was spent in each field site, I began the process of conducting semi-
structured formal interviews. 
Entering the Clinic(s) 
For medical anthropologists studying migrant health, the clinical encounter has been cited 
as “ground zero” for playing out themes, not only in terms of cultural differences in illness 
narratives, but also how policies and practices reflect and impact the status of migrants 
(Castañeda 2010).  For this reason, several studies focused on migrants have incorporated the 
clinic into the field site.  Thus, the clinic is a useful site to play out themes related to 
transmigration and reproduction through an exploration of how the larger structural and social 
symbolic themes are played out in these personal reproductive encounters. 
I conducted participant observation in the women’s health areas of Guam’s three publicly 
funded clinics.  These clinics provide care to Guam’s un- and underinsured residents, and about 
half of their patient population is Micronesian.  I attempted to conduct participant observation in 
a private clinic as well; however, after two weeks with zero Chuukese patients, I decided it was 
not a productive use of time.  This reaffirmed that publicly funded clinics are the primary 
providers of health services for migrant patients.  Participant observation was employed for an 
average of two days per week in these three clinics, depending on my work schedule and their 
patient schedules.  The same structure of two-three days per week was employed in Chuuk 
during the summer of 2013, primarily in the Chuuk Public Health Clinic but also spending some 
time in the hospital (across the street, all one complex).  Clinic leadership for each location 
approved my observations prior to IRB approval; after entering the clinic, I spent the first week 
introducing myself individually to each health care worker (HCW) I followed and obtained 
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informed consent as I was observing them and the patients during this process (as described 
below).  
My focus on HCWs did not limit interviews to a particular profession, thus, HCW is 
defined broadly, including 1) medical clerks and other patient care associates, 2) clinic assistants, 
3) nurses and nurse aids, 4) physicians, nurse practitioners, and nurse midwives (providers), and 
5) health officers.  I purposely chose to interview a multitude of actors in these clinics to 
understand the entire clinic experience, not just what happens in the provider room.  Because of 
the size of this community of personnel, I invited all eligible personnel to participate; everyone 
agreed although a few of the interviews were never completed.  This was likely because of the 
providers’ busy schedules, but after two cancellations I stopped pursuing people just in case it 
was a polite way of rejecting my request. 
Although these clinics (and Chuuk hospital) exhibited exceptional diversity in size, 
makeup of patients, and clinic flow, they were small enough to give me concerns about being 
able to protect the confidentiality of the many HCWs I observed.  Thus, when I present results on 
these clinics I will provide some clinic-specific information when necessary to understand the 
context of the clinics themselves, but when discussing patient-HCW interactions I will not 
identify the specific clinic where  I observed the interaction(s); I will instead call all three Guam 
clinics collectively “the clinic” or “the clinics.”  The Chuuk Public Health Clinic was much 
smaller; thus I have decided to present results from that environment with very few specific 
personal interactions in order to protect the confidentiality of those HCWs. 
In an attempt to understand how patients experienced the entire clinic, I approached 
Chuukese female patients when they first arrived for anything related to women’s health, and 
gained their permission to follow them through the process.  Although approaching women in 
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the waiting rooms was hectic and awkward, I am grateful I decided to do this because sitting in 
the physician or practitioners’ office would have given me quite a different understanding of how 
the clinic works.  Instead, I started where the women started: at the front desk and then off to 
medical records processing.  When approaching patients, I would introduce myself and the 
project, determine their language skills, and provide them with an informed consent document 
(available in English or Chuukese).  Some women took it, said yes and did not read it; for those 
women I went through each paragraph explaining the project to ensure they were informed.
28
  
Some women declined, which was not surprising given the strange experience of someone 
asking to follow you around your health care visit.
29
  Others were happy to have the company 
during their long waits, and others saw me as a sort of advocate.  Several women wanted to know 
more about my project and my interest in their community, which we discussed at length in 
waiting rooms.  In total, I observed 99 patients encounters in Chuuk and 126 patient encounters 
in Guam.
30
  Although inclusion criteria included Chuukese women seeking any women’s health 
care (STD testing and treatment, pregnancy, family planning, annual exams, etc.), almost all 
(n=219, 97 percent) patients were there for pregnancy-related care.
31
  It is so rare that the 
women’s health clinic saw patients (and especially Chuukese patients) who are not pre-natal 
patients, my first few weeks I kept correcting HCWs who said “you’re only seeing pre-natals 
right?”  What I eventually learned was women’s health and “pre-natals” were synonymous to 
many HCWs. 
                                   
28
 The IRBs approved a waiver of a signed informed consent for this portion of the project. 
29
 Chuukese women are very polite, so “maybe next time” was a decline for me.  I also left some women who agreed 
but their discomfort was made clear in other nonverbal ways. 
30
 My time in Chuuk was much shorter, but patients move through the process very quickly and there are many more 
patients daily.  I felt the quality of these observations was lacking because the visits were so quick. 
31
 There are a number of reasons why patients were primarily coming in for pregnancy-related care.  This will be 
elaborated in Chapters Six and Eight.  
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During this time, I offered my assistance to health care workers; as they got more 
comfortable with me they would accept my offers to run and get missing test kits, paperwork, 
and so forth.  I continuously expressed my desire to not translate since I was not fluent or even 
conversational in Chuukese when I started in the clinics, but those clinics without translators 
often used my limited knowledge anyway.  I also often served as the female in the room for male 
providers during pelvic exams, freeing up the time for nurses who would normally come in to 
work with other patients.  In the Chuuk women’s health clinic and hospital, I was primarily an 
observer during patient interactions, but contributed in other ways, such as advising on grant 
applications and program designs using my public health skills and knowledge.
32
  In addition to 
these examples of being helpful while “hanging out,” sometimes—despite my attempts to blend 
in—I got in the way; an issue many participant observers must contend with in these types of 
settings.  Over time I became a member of the clinics, and even attended baby showers, 
luncheons, and other social events.   
Interviews: Health Care Workers 
After sufficient time (around five months in Guam, and around two months in Chuuk) to 
explore the clinical encounter and elaborate on my interview guide, I conducted semi-structured 
interviews with 26 health care workers.  The interviews were intended to capture the health care 
workers’ experiences (individual body) with transnational Chuukese women, perspectives of 
their reproduction, and their interpretation of larger Chuuk and Guam societies’ perceptions of 
these women (social body).  Further, participants were asked about policies and practices (body 
                                   
32
 I was actually pulled out of the clinics quite regularly to help with grants and other public health related work.  
The last few weeks I had to firmly stop saying yes during clinic hours because I had been pulled out so often I feared 
I had not collected enough data.  
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politic) that facilitate or impair their ability to provide for Chuukese transnational women.  See 
Appendix A for the interview guides. 
Prior to each interview, I went over the informed consent document and asked permission 
to record the session.  Interviews mostly took place in the clinics in private rooms, but one HCW 
chose to be interviewed in my office at the University of Guam.  Although the interviews were 
intended to be one-on-one, some participants suggested group interviews, to which I obliged.  
These participants were from the same work areas and often enjoyed sitting together and 
chatting; the interviews became an extension of these chat sessions.  In total I conducted 19 
interviews with a total of 26 health care workers in Guam and Chuuk.  Six of these interviews—
all conducted individually and in English—were in Chuuk.  I offered incentives to participants in 
the form of $25.00 gift cards to popular stores; several participants stated there was no need, and 
that they were happy to do the interview without gift cards.  This community is very gift-
orientated, and after the gift cards were turned down I would return with a gift of gratitude, 
something much more intimate and appreciated.  
In the interest of protecting participant confidentiality in these small island communities 
with only a handful of personnel in each profession who provide reproductive health care in 
public health clinics, I have chosen to represent these participants as “Health Care Workers” 
(HCW) throughout this dissertation instead of revealing their particular profession except when 
absolutely necessary (i.e., when the discussion warrants more detail of their role in the clinic).  
Demographic information   
The Health Care Workers (HCW) I interviewed consisted of physicians (n=4), nurse 
practitioners or nurse midwives (n=5), nurses and nurse aids (n=6), medical records clerks (n=6), 
and non-medical support personnel (medical social workers, program coordinators and health 
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educators) (n=5).  Participants were primarily female (n=21) and ethnically identified as 
Chamorro (n= 8), Filipino/a (n=8), Chuukese (n=7), and white (n=3).  I hesitate to provide 
additional demographic information about participants for the concern previously discussed 
regarding confidentiality in these small island communities.  Associating an individual by their 
profession, years of service, ethnicity or gender could likely lead to their identification.  Further, 
all HCW names in this dissertation are pseudonyms.  Table 4.2 summarizes the data collected in 
the clinical context while preserving confidential information. 
Table 4.2. Clinic Participants 
Participant  Data Collection 
Method 
Number of 
Participants  
Physician Interview 4 
Nurse Practitioner/ 
Midwife 
Interview 5 
Nurse/Nurse Aid Interview 6 
Medical Records 
Clerk 
Interview 6 
Non-Medical Support 
Personnel 
Interview 5 
Patient, Chuuk Observation 99 
Patient, Guam Observation 126 
Total Clinic Participants 251 
 
Chuukese Women: Entering the Community(ies)  
My entrance and participant observation in Chuukese communities was much more 
unstructured than my clinic observations, which easily were conducted around an already 
structured clinic schedule.  For the Chuukese communities, I had to foster relationships over 
time.  I did this in several ways: volunteering for an outreach program, through my clinical 
encounters, UOG connections, and several other already established relationships. 
First, I volunteered (and eventually consulted) for an outreach program that focused on 
Chuukese youth through the Guam Department of Public Health and Social Services (GDPHSS).  
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This program focused on STD/HIV prevention programming and was supposed to be Chuukese-
ran.  Most of the Chuukese peer educators hired left the job at different points, the remaining two 
were overwhelmed trying to run the program alone and I offered my assistance.  I considered this 
an opportunity to become visible in the communities while also providing a service with my 
skills.  Through this program I developed a relationship with a woman hired as a peer educator as 
well as with some of the mothers of the youth in the program.  For several nights each week for 
several months we would each pick up about a dozen youth (transportation being a major issue), 
provide program-specific health education activities, and then do some other activity—most 
frequently practice for an upcoming dance or singing performance.  These long nights with youth 
gave me insight into their struggles with racism, feelings of belonging as ethnically Chuukese 
Guamanian-American citizens, and the struggles of absolute poverty.  Many of these youth lived 
in two subdivisions in particular that have received significant media attention as “the slums” of 
Guam, as the landowners allowed people to move on the land but there were no paved roads, 
running water, or electricity (Bautista 2011).  These properties (land) were attractive to migrants 
because of the low rent and zero down payments (Bautista 2011).  Participating in activities in 
these subdivisions through this program gave me access to two Chuukese communities in Guam.  
Some of the women I followed at the clinic invited me to their homes, to which I happily 
agreed as I began to foster relationships with them.  Additionally, Chuukese UOG students who I 
sought out in the beginning of my time in Guam began to seek me out as a sort of mentor, and 
these relationships were fostered over time.  Additionally, my aunt lived in the neighboring state 
of Pohnpei for about 15 years and her Pohnpeian friends who now live in Guam connected me to 
their Chuukese friends and family.  Finally, I made contacts through one of my dissertation 
committee members, Mac Marshall.  He made lasting connections with a primarily Namoluki 
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(Namoluk is a part of the Mortlock Islands in Chuuk State) community in the 1960’s that he has 
maintained up until today; his reputation in this community actually connected me with people 
not only through his assistance but in unexpected ways such as through chance encounters with 
chon Namoluk (Namoluk people) who were patients in the clinics.  
Connecting to these communities in so many ways was necessary due to their hidden and 
insulated nature; most women associate with their families and church groups (often-island 
specific) and otherwise do not have other social contacts in Guam.  Further, their work, funeral, 
and family schedules ebbed and flowed.  Some weeks I felt as if I had not made any progress as I 
did not hear or hear back from anyone; other weeks I had to run to three different events each 
day to make sure I went when invited.  After spending time with these families and different 
groups of women, I began to ask permission to interview them.  
As previously stated, I lived in Chuuk for three months.  My goal in going to Chuuk was 
to develop a sense of “home” for Chuukese transnational women, so that my findings in Guam 
could be appropriately contextualized for this transnational study.  My entrance into the Chuuk 
community in Chuuk was different, and perhaps because Chuuk is smaller and quieter it was 
much more fluid transition once I arrived.  Through my Pohnpeian family friends I met the 
leader of the Chuuk Women’s Council (CWC), a non-profit organization created to provide 
various needs and services to the women and families of Chuuk.  The CWC was founded in 1993 
and is made up of over sixty women’s groups in the state of Chuuk.  This organization has 
successfully carried out many projects in the last decade, from diabetes prevention to assessing 
community interests in water and electricity systems.  They have earned the trust of international 
funders, replacing inefficient and unsuccessful attempts to infuse development funds through the 
Chuuk and FSM government.  I offered to work with them during my time in Chuuk as well as 
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with Chuuk Public Health Clinic, which partners with the CWC for many programs.  Prior to my 
arrival, I also connected with the Office of Minority Health Pacific Resource Center (OMHRC), 
which funded me as a consultant for 12 hours per week.  With this time I provided program 
planning and evaluation training and assisted with grant proposals.  The two leaders of the 
CWC—the president and the chairwoman of the board—took me in and were essentially my 
Chuukese mothers while I was there.  All of my opportunities to visit other islands, to conduct 
interviews and so forth were then made through them and their families’ support.  Further, the 
CWC President insisted I stay in her employee housing for her hotel (she is also a local business 
owner) both to provide me a home but also to keep me under her watch (for safety).  During my 
time in Chuuk I spent every day with these women at either the CWC or the Chuuk Public 
Health Clinic, and one Friday per month leaders from each of the women’s groups all over the 
state would take the boats into Wééné for lively CWC meetings.  These meetings discussed 
social and gender-based problems in Chuuk and current CWC activities; these events provided 
me with unequivocal insight into how Chuukese women conceptualize the many issues 
impacting their community and their role in alleviating them.
33
  The five women I interviewed in 
Chuuk were women with whom I developed relationships during my time there: women I met 
through the CWC in various ways. 
Life History Interviews 
Life history interviews have a long history within anthropology and have garnered much 
debate on how to utilize, conduct, and analyze them (Agar 1996; Crapanzano 1977, 1984).  
                                   
33
 Findings which will not be discussed at length in this dissertation relate to the power of women’s groups both in 
Chuuk and for transnational Chuukese women outside of Chuuk.  Within Chuuk, Marshall and Marshall (1990) as 
well as Dernbach (1998) wrote about the important power and meaning behind these women’s groups; in future 
research I hope to understand how this power moves with women to places like Guam.  
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While a full review is beyond the scope of this chapter, a brief overview of life histories in 
anthropology is necessary to understand their unique role in this project.  Life histories in 
American Anthropology date back to founders such as Alfred Kroeber and Elsie Clews Parsons, 
but their use declined for most of the 20
th
 century until a notable increase in the 1970’s and 
1980’s (Crapanzano 1977, 1984; Watson and Watson-Frank 1985).  There are two main 
traditions within life history methodologies: the American tradition
34
 which takes the life of one 
individual either because of her unique qualities or because of her representativeness in a 
community; and the European tradition
35
 which involves collective portraits of several 
individuals (Angrosino 2007).  I utilized the European tradition, interviewing 15 women in my 
use of life history interviews. 
Marcus (1995) argued that: 
 The life history, a particularly favored form of ethnographic data in recent years, 
is a special case of following the plot.  How to produce and develop life histories 
as ethnography has been the subject of much reflection, but the use of 
biographical narrative as a means of designing multi-sited research has rarely 
been considered. [Marcus 1995:109] 
   
I agree with Marcus’ assertion that life histories lend their utility well to multi-sited research, and 
that thus far, not many anthropologists have taken up this task.   
Life histories allow us to “understand the role and experience of individuals who are 
often unique in their time and setting” (LeCompte and Schensul 1999b:86).  These women are 
unique, as they are representative of this particular historical moment and relationship between 
Chuuk and Guam involving transnational postcolonial migration, but they are also stories, which 
                                   
34
 Well known examples of the American Tradition that take early feminist approaches to portray women’s lives 
include Nisa (Shostack 1981) and Translated Woman (Behar 1993).   
35
 One well-known and relevant example of a feminist approach to the European tradition is Lila Abu-Lughod’s 
(1993) Writing Women’s Worlds.  Abu-Lughod used the stories of several women to represent important aspects of 
their lives, including reproduction (1993). 
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can be powerful venues for learning and understanding others and gaining insights into one’s 
experiences (Garro and Mattingly 2000:1).  Thus, in order to capture a lifetime of reproduction, 
as well as how transnational experiences played a role in that reproductive life, life history 
interviews were the most appropriate method of investigation.   
 I conducted semi-structured interviews, because while reproduction is central to all of 
social life, I had to account for some structure to help guide this reproductive focus.  The 
interview protocols were created with the guidance of those from Hirsch (1998) and consisted of 
multiple interviews gradually building up to the more sensitive topics, allowing for plenty of 
time to get more comprehensive data.  Questions were formed to investigate constructs of the 
theoretical framework, including lifetime experiences (individual body) of reproduction-related 
events, women’s interpretation of representations of Chuukese reproduction in Chuuk and Guam 
(social body) and their interpretations of structural factors (body politic) that mediate life 
experiences of transnational reproduction.  Interview questions covered all aspects of the 
reproductive life-cycle both socially and biologically, from sibling care and menarche to grand-
parenting and menopause (see Appendix A for interview guides).  Further, I treated the 
interviews as an iterative process, so that I was able to capture better more ethnographically rich 
data as my interviews proceeded.  Rarely did an interview actually follow the order of the guide, 
as women would lead from one story (and life event) to another and I followed their often 
circuitous
36
 flow, asking follow up questions that mirrored the guide for each particular topic. 
                                   
36
 Dernbach (2005) discussed the circuitous and non-sequential nature of her interviews during her research in 
Chuuk; I similarly experienced interviews that were quite non-sequential.  After each interview session I pieced 
together which aspects of their life had been covered by those particular stories, and often asked follow up questions 
at the next interview to clarify when particular events occurred. 
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I recruited participants through participant observation and connections I made along the 
way—what LeCompte and Schensul describe as chain referral selection (1999b)—because of its 
utility for insulated communities such as the Chuukese in Guam.  I planned to conduct (n=20) 
interviews with consideration for the lack of consensus about a particular minimum for 
saturation (Onwuegbuzie and Leech 2007).  Hirsch’s (1998) study was influential in my 
sampling and choice to not necessarily delineate a difference between those currently or 
previously living in Guam, allowing for the life history itself to be the multi-sited component 
instead of the physical locations.  In consideration for minimum sample size, I also followed 
Guest and colleagues (2006) who found that 12 interviews were sufficient to reach saturation on 
a sexual health topic, and considered Bernard’s (2006) recommendation that when doing 
extensive qualitative research such as life histories, consideration of time to conduct, transcribe, 
and analyze them is very important. 
In order to be eligible for inclusion in the life history interviews, women had to be of 
Chuukese descent who 1) currently or formerly lived in Guam for at least one year; 2) were at 
least thirty-five years of age; and 3) understood and spoke English proficiently.  To consider the 
multi-sited approach, life history interviews were conducted with women currently or previously 
residing in Guam but with transnational ties to both Chuuk and Guam.  I chose to interview 
women who were at least 35 years old in order to: capture women who were old enough to 
experience many stages of a reproductive life history; and interview women who experienced 
and remember life before and after the COFA was implemented (1986) because of the 
importance of the COFA in this project.  I chose to interview only those women with English 
proficiency because of my own inadequacies with Chuukese.  
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My original intentions were to recruit 20 participants for life history interviews through 
connections I made early in my participant observation both in the clinic and the community, 
ensuring there was an established connection and trust prior to conducting the interview.  While 
much more than 20 women agreed to participate, several were lost to follow up and my final 
count was 15 interviews (n=10 in Guam and n=5 in Chuuk).  This occurred for several reasons.  
First, Chuukese women are unbelievably polite; this is something I already knew which inspired 
me to ask more than 20 women.  I knew that some would say yes to be polite but not return my 
calls.  Second, while several women I was unable to interview were very excited about 
participating, they had extremely hectic lives (in Guam) and it was difficult to schedule 
interviews with them.  Frequently women would cancel at the last minute because they had to 
give a ride to a family member, fly back to Chuuk, take a family member to the hospital, babysit 
for grandchildren, or were called into work on their day off.  In fact, this also occurred with the 
ten women I was able to interview in Guam, prolonging the process.  Some of these aspects of 
their hectic lives and obligations are findings in and of themselves.  Alternatively, the five 
interviews I conducted in Chuuk were without hassle.  I had no cancellations and often women 
came to me where I stayed.  The quieter life in Chuuk women often spoke about (see Chapter 
Five) made for a much easier environment to sit down and talk.  The barrier in Chuuk was 
meeting women in that age group who had lived in Guam.  At least through my connections, 
most people who lived in Guam either still lived there or lived further east in Hawai’i or the 
mainland.  The third reason I believe contributed to my inability to complete 20 interviews was 
my choice to interview only those women with English proficiency.  While I studied Chuukese 
starting from my arrival in Guam (and continue to do so up until now), I was not immersed and I 
did not feel my language abilities were strong enough to have a completely-Chuukese life history 
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interview.  While my original intentions were to hire an interpreter as there are many eager 
bilingual students at the University of Guam, I learned early in my fieldwork that my concern for 
Chuukese women’s privacy in sexual and reproductive matters was much stronger than I 
imagined but only in the presence of other Chuukese people (see Hattori-Uchima 2013, also 
Chapters Six and Eight); these women preferred to talk to me alone.  My outsider status actually 
gave me a unique advantage in collecting stories with a level of trust a native scholar likely 
would not be able to achieve for this particular topic in this particular community.  Many women 
professed these sentiments to me directly, and also expressed how much they enjoyed talking 
about things they generally cannot or will not discuss with other people.  
Once a woman agreed, I offered to come to her house or conduct the interview at my 
office (University of Guam) or my home since they often lived with a large number of people 
and had limited space for privacy.  I specifically chose to include my home to demonstrate my 
willingness to share my personal life with these women with whom I was asking such personal 
questions; this was influenced by my feminist epistemology.  During the first interview I went 
over the informed consent document in great detail, and then explained my goals for the project 
more generally.  I explained that not only their name but their island of origin would be changed 
for any stories I wrote to protect their confidentiality.  Each subsequent visit I initiated the 
interview by reminding them of the voluntary nature of the study and gave them an opportunity 
to stop the interview.  For each interview session I provided a $15.00 gift certificate to thank 
them.  This led to uncomfortable exchanges in this gift-oriented community and something I 
would not do again in this way.  I was paying them after they shared such intimate parts of their 
lives with me.  In order to continue IRB compliance but also respect these relationships I began 
packaging gift cards within thank you cards, adding perfumes and lotions as gifts, and dropping 
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them several days after the interview took place.  This change significantly improved acceptance 
of these “incentives.”  Interviews took anywhere from one to four visits to complete.  While I 
planned to never keep a woman more than 90 minutes, several would insist we keep going and 
talk for three and sometimes more hours, especially in Chuuk.  Complete interviews (including 
all sessions) lasted an average of about four hours with a wide range (range: 11 hours 13 minutes 
to 1 hour 16 minutes) over the course of one to four sessions. 
Demographic information 
     The women who participated in the life history interviews were middle aged (mean = 46 years 
old, range: 35 to 60 years old), primarily Catholic (n=13), and employed (n=12).  Women had an 
average of 3.7 children (range: 1 to 8 children).  Most women had public (n=7) or no (n=6) 
health insurance at the time of the interview.  All but one woman finished high school, ten 
women were enrolled in college for at least one semester, and four completed college degrees 
(AA or BA).  See Table 4.3. for demographic profiles of each woman.  
DATA ANALYSIS: PARTICIPANT OBSERVATION AND INTERVIEWS 
Notes taken from participant observation were typed up each night, in order to account for the 
loss of vivid details over time (Emerson, et al. 1995).  When I was in the clinics I would scribble 
some notes immediately after the encounter and spend my lunch and end-of day breaks (when 
patients were no longer being seen) elaborating on those details.  All interviews with women and 
most interviews with HCWs were recorded and later transcribed verbatim.   
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Table 4.3. Life History Participants: Demographic Profiles 
 
 
Name 
(Alias) 
# of 
Interview 
Sessions 
Total 
Length of 
Interview 
(Hr: Min) 
Location 
of 
Interview 
Region of 
Origin
37
 Age 
# of 
Children Employment 
Finished 
College
38
 
Marital 
Status
39
 Religion
40
 
Insurance 
Status 
Jevlyn 4 11:13 Guam Mortlocks 43 8 Employed N/A LTP  C MIP 
Pamela 2 3:43 Guam NW Islands 39 4 None N/A M C None 
Mary 1 3:07 Chuuk S. Namoneas 36 1 Employed Y M C Chuuk 
Siera 2 5:46 Guam Mortlocks 47 4 Employed N MD C Private 
Kaylyn 4 2:28 Guam Faichuk 35 2 None N M C MIP 
Rosie 1 1:49 Chuuk Faichuk 48 4 Employed Y M C None 
Nelly 2 3:21 Guam S. Namoneas 58 4 Employed N/A M P None 
Eryna 1 3:05 Chuuk S. Namoneas 48 2 Employed N W C None 
Maureen 1 2:36 Chuuk Faichuk 60 2 Employed Y MD C Private 
Pretta 1 1:16 Chuuk Mortlocks 44 2 Employed N/A MD C None 
Jasmine 2 5:07 Guam S. Namoneas 50 9 Employed N D C MIP 
Praise 2 4:29 Guam S. Namoneas 50 6 Employed N M C MIP 
Jessica 2 4:56 Guam Faichuk 46 4 Employed N/A W C MIP 
Norita 2 3:19 Guam S. Namoneas 36 1 Employed N LTP  C MIP 
Glorida 1 3:05 Guam N. Namoneas 53 3 None Y M P None 
 
 
                                   
37
 There are five regions in Chuuk; because Chuuk is so small I chose to represent regions instead of islands of origin for an additional layer of confidentiality. 
38
 Those with N/A next to “finished college” represent women who did start college.  All graduated high school except Pamela who dropped out in 9th grade. 
39
 For Marital Status, M= Married, LTP = Long term partner (often called husband/boyfriend interchangeably); MD = Micronesian Divorce (see Chapter four), 
W = Widowed, D = Divorced. 
40
 Religion: C = Catholic and P = Protestant. 
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Notes from the interviews were also typed.  Of the four interviews that were not recorded (all 
HCWs), one person preferred not to be recorded and three other HCWs were interviewed on an 
unexpected and unplanned day—when I did not have my recorder.  Notes were taken during and 
after those interviews.    
 Preliminary analysis of the clinic data set began prior to completion of data collection, 
leading to presentations at the 2012 and 2013 annual meetings of the American Anthropological 
Association.  Once data collection was complete, each data set was analyzed and coded 
separately, and then combined for further analysis of integrated themes, using a qualitative 
analysis program (MAXQDA+).  These data were analyzed using a modified form of grounded 
theory (Glaser and Strauss 1967, Strauss and Corbin 1990) with guidance by my theoretical lens 
of reproduction, transnationalism and critical interpretive medical anthropology.  In using the 
systematic analysis outlined by grounded theory, I identified “categories and concepts that 
emerge from the text,” coded the text accordingly, and linked these concepts to the theoretical 
constructs as appropriate (Bernard 2006:492).  I continuously pulled data together to compare 
and consider relations between different themes in an iterative process, where I become 
“grounded in the data” (Bernard 2006:492).  I was also guided by Lock and Scheper-Hughes 
(1987, 1996) as I worked to interpret and analyze how transnational Chuukese women’s 
experiences (individual body) are situated within and mediated by social and symbolic 
representations (social body), and larger structural forces (body politic) influencing their 
reproductive lives.  Brought together, these data allowed me to explore how reproduction 
negotiated through transnational movement delineates the complex interconnections of Chuukese 
transnational women’s lives.  
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In the tradition of feminist and other participatory research methods, I have shared and 
will continue to share preliminary findings with the communities; soliciting their feedback 
during this process.  In the interest of applied medical anthropology, I have also agreed to present 
findings—with discretion—to key health and social services stakeholders in Guam so that my 
research can be used to improve reproductive health services for Chuukese women.  For 
example, during my time at the Guam clinics I was asked by the leaders to share my findings 
thus far; I explained that I could not provide extensive detail because my observations of their 
staff were confidential, but that I could share general themes.  I gave them a report examining 
some of the basic barriers to care and suggestions for alleviating them. 
ETHICAL CONSIDERATIONS 
This dissertation project was approved by the University of South Florida and University 
of Guam Institutional Review Boards (IRB) in July 2012; a continuing review was approved in 
May 2013 and May 2014.  All IRB procedures were followed, including but not limited to 
obtaining informed consent, maintaining participant confidentiality, and providing compensation 
(except when it was refused).  The waiver of signed informed consent document for following 
Chuukese women in the clinics was translated into Chuukese and offered in either Chuukese or 
English to potential participants.  All data were kept in a locked cabinet and a password 
protected computer behind two locked doors at the University of Guam.  Additionally, I followed 
the ethical guidelines set forth by the American Anthropological Association and the Society for 
Applied Anthropology.    
In addition to standard IRB procedures there were (and are) several ethical considerations 
to take into account during this research project and my resulting publications. The following 
issues were of primary concern during this project: 1) the sensitive topics I covered in this 
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sexually modest cultural environment; 2) the power differential between myself and participants; 
and 3) implications for my published and presented findings.   
TALKING ABOUT SEX IN CHUUKESE COMMUNITIES  
There are several considerations anthropologists must take into account when dealing 
with sensitive topics such as sex and reproduction, and Chuukese communities are particularly 
modest about these discussions (Moral 1996).  The first and foremost element of Chuukese 
communities I had to consider is the strict gender separation when discussing anything related to 
reproduction or sexuality.  Talking with men about sex would have likely given men the 
impression I was interested in engaging in sex with them, as this is really the only reason 
someone would discuss such a topic in mixed-gender company (Dernbach 2005; Moral 1996).  It 
is for this reason that I, as a woman, chose not to interview men as part of my project, despite 
recognition that men play many important roles in reproduction (Dudgeon and Inhorn 2004). 
The next issue for consideration is the discomfort talking about sex even within the 
appropriate gender-group.  This is why my interview schedule covered the most sensitive topics 
(sex and STIs/HIV) in the last section, although as I previously described, these interviews rarely 
followed the structure.  I was concerned about offending women or making them uncomfortable, 
which did not prove to be a problem.  Ethnographers before me described an increasing comfort 
women had talking about sex and reproduction with more time, even within the context of one 
long interview (Fitzgerald 2001; Moral 1996).  Their experiences were quite relevant as I had the 
exact same experiences during the interview process.  One way in which I alleviated this was 
through spending time and “hanging out” with these women before I interviewed them, but I still 
noticed the initial discomfort women sometimes had with the formality of the IRB document and 
questions.  The most extreme example of this warming up was a woman who was literally 
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whispering in mostly Chuukese for the first half hour of an interview; by the end she was 
laughing and telling me (in English) about all the women she could shame with explicit details of 
the sexual activities between these women and her husband.  In this case and a few others, I 
asked them about every 10-15 minutes if they were okay and if they wanted to continue until 
they became noticeably more comfortable and started to enjoy themselves.  The discomfort I 
noticed was likely attributed to the formality of the interview as well, something women really 
only participate in to get some sort of public assistance.  Thus, as I made this more of a 
conversation than an interview, they became more comfortable.   
POWER DIFFERENTIAL 
 Chuukese migrants are marginalized in Guam and represent some of the most 
impoverished individuals on the island (Bautista 2010; Rubinstein and Levin 1992).  
Furthermore, Guam itself is a marginalized territory of the U.S.  This creates an environment 
where my power as an educated, white U.S. citizen (i.e., American researcher) puts me in a much 
higher position of power than most of my participants.  Additionally, I am attempting to collect 
data on very sensitive topics.  I had to be vigilantly reflexive about this power differential both in 
the clinical field and with Chuukese women.   
In order to alleviate this to the degree I could, I was continuously transparent about my 
position as a student, my goals and interests, and the completely voluntary nature of participation 
in my research.  In the clinics, this was very important.  Since I was there under the approval of 
the HCW’s bosses, and I am a white state-sider, I initially fit into the category of consultants 
who went to Guam and Chuuk from organizations such as the CDC to evaluate their services.  In 
the beginning, I had to constantly remind people as I followed them around that I was not 
working for their boss, that I was not there for the CDC or some other agency, and I was not 
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going to get them in trouble.  The level of paranoia not just with me but in general in these health 
care environments was quite striking.  This is another reason I have decided to quote people in 
the clinics as HCWs and not by their profession—and to collapse all the Guam clinics—to keep 
my promises to “not get anyone in trouble” with my findings. 
As a white American woman from the University, I exhibited a status that I had to deal 
with in attempting to connect with women in Guam and Chuuk.  Further, this is a community 
who has been written about by many colonial outsiders, and I wanted to attempt to work with, 
not on them with this project.  To alleviate this, I was reflexive in my conversations to foster a 
sense of shared experience in the interview process.  I shared personal stories to keep the process 
a truly shared experience.  However, my choice to interview women who were older than me—
mostly quite older—helped to alleviate this power differential somewhat.  Having not 
reproduced yet and being a young woman, I was seen as a child and put in this strange category 
that was both daughter (young) and confidant (non-Chuukese sexual health researcher) at the 
same time.  Some of their stories resembled life lessons and led to questions about my 
reproductive life history, and in a feminist, participatory fashion, I answered their questions. 
 A power differential that I did not consider prior to my research but was something I had 
to consider on multiple occasions was the power differentials within Chuukese families. When 
an older woman instructs her daughter, niece, or even younger sister to do something, she usually 
does as she is told with no questions asked.  In terms of recruitment, that meant I had to consider 
the implications when an older sibling asked her sister or younger cousin if they wanted to be 
interviewed.  This happened rarely, but it did happen.  One of my hosts in Chuuk was the 
finniichi (eldest female) of her (extended) family—arguably one of the most powerful women in 
Chuuk—and this meant everyone did what she said.  The one interview I chose to cancel was one 
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that I felt was coercive; this was a family member I did not know quite as well who was “asked” 
to talk to me.  She was noticeably uncomfortable, but also wanted to please her Aunt, so instead 
of officially cancelling I asked her about her childhood, and after a few minutes told her that was 
all and we were finished, gave her the gift card, and thanked her for her time.  This interview was 
not included in my findings. 
IMPLICATIONS FOR FINDINGS 
Castañeda (2010) warns: “Anthropologists must consider how the knowledge they 
produce affects study participants and ultimately serves certain political agendas” (7).  The 
findings I choose to publish and provide to community providers will impact how HCWs are 
perceived and treated in the clinics, and how Chuukese women are perceived and treated within 
communities and the clinic.  While I cannot predict every use, I have considered several possible 
implications and chosen carefully how to represent the topics covered. Specifically, I do not want 
my results to provide further impetus for discrimination of already marginalized populations, 
including lower-level HCWs and Chuukese women.  Finally, this dissertation represents many 
aspects of Chuukese women that portray Chuukese men negatively.  Sexual inequality including 
sexual assault were themes important to discuss, but I must note that it is not my intention to 
portray all Chuukese men as merely abusers and rapists; the important point I will demonstrate is 
that this community (both men and women) socially and symbolically perpetuate ideas that more 
easily allow for the abuse and assault of women.  As in every community, there are also plenty of 
men who fight these unequal standards and plenty of women who perpetuate them. 
LIMITATIONS 
 This project has several limitations I considered prior to its inception and during my 
analysis.  First, this project is qualitative, which means that, while I can provide rich 
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ethnographic, contextual information to inform how these transnational women’s lives are 
shaped by structural, social, and individual forces, I cannot generalize my findings.  The sample 
was purposive, small and thus not generalizable.  Yet, the quantitative studies conducted in the 
region are full of unchecked assumptions and problematic options; this research can provide 
guidance to those who want to quantify related topics, including what research questions to ask 
and how to ask them. 
Further, while I did become “fully immersed” in the daily life of Guam, this is different 
than the traditional ethnographic setting.  My time in Chuuk was quite limited and also 
resembled a working-like environment as opposed to the quiet village life that most women 
experience in Chuuk.  Additionally, in order to keep working while conducting research, I only 
participated in clinic life two to three days per week instead of five days per week.  While I agree 
with the many anthropologists over the past several decades who have re-conceptualized and 
reinvented what we mean by “field,” my alternative experiences still inhibited my Chuukese 
language acquisition and my ability to take on the daily nuances of everyday life in Chuuk.  
Without having a complete fluency in Chuukese I likely missed some of the nuances in social 
life and symbolic meaning for Chuukese women.   
This language barrier provides an additional limitation that my participants were likely 
skewed; not just because of chain referral selection (or snowball sampling) but also because I 
chose to interview women with English language skills.  There are so many women in Guam 
with limited English skills and this makes them much more vulnerable in this community; thus, 
my participants represent women who are likely some of the least vulnerable Chuukese women 
in Guam.  Naturally this study is also skewed toward participant bias: only those interested in 
talking to me participated in the project which may represent a certain type of group.  Finally, I 
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made the choice not to interview men for reasons described above; this skews my findings 
toward women’s lives and experiences only from women’s perspectives.  Future studies would 
benefit from couples-based data collection. 
Finally, this dissertation is limited to a very particular time—as all are—providing merely 
a snapshot for Chuukese transnational migrant women, their lives, and the clinics that provide 
care for them.  It is important for ethnographers to engage with this limitation of our work.  In 
this dissertation I attempt to demonstrate the fluid nature of all systems, structures, and actors, in 
order to ensure it does not force these communities into a conceptual unchanging box of space 
and time.  
Despite these limitations, I believe this study has provided an ethnographically rich 
transnational examination of the intersections of social structures, social life, and personal 
experiences influencing women’s reproductive lives. 
SUMMARY 
With guidance from critical interpretive medical anthropology, this project examined 
Chuukese women’s reproduction on multiple levels.  I considered experiential, representational, 
and critical elements impacting Chuukese reproduction, and as an applied medical anthropologist 
I paid particular attention to potential impacts of these elements on reproductive health.  In order 
to assess Chuukese transnational reproduction on these three levels of social life, I conducted a 
multi-sited study that encompassed social representations, clinical encounters, and women’s 
lives.  This project adds to the minimal literature in Micronesia about women, reproduction, or 
medical anthropological topics; further it adds to the small but growing multi-sited work which 
investigates the intersections of reproduction and transnationalism. 
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CHAPTER FIVE 
MIGRATION, BELONGING, AND IDENTITY 
 
This chapter will explore Chuukese women’s transnational experiences in two ways: first, 
I will draw from women’s migration narratives to track how the migratory flows take place, and 
to understand the social, political, and economic factors and experiences which shape these flows 
(Inda and Rosaldo 2008).  In this chapter I will describe the unique elements of Guam as a 
choice among several Chuukese diasporic communities—and the lack of choice some women are 
given—addressing the gendered dimensions of this flow.  Following these migration narratives, I 
will describe the prominent themes related to transnational migrant identity and the everyday 
experiences of this community in Guam.  This section will explore inter-ethnic regional tension, 
the use of the culture concept both to self-identify and to justify discrimination, the cultural 
habitus embodied by Chuukese women in Guam, and the ethnic and gendered pride this and 
other symbolic gestures demonstrate.  Ginsburg and Rapp (1995) remind us that reproduction 
involves “transnational processes that link local and global interests” (2).  Thus, understanding 
transnational migration is an important element of understanding the reproductive experiences of 
Chuukese women in Guam.   
MIGRATION NARRATIVES 
During my time in the clinics, I found daily opportunities to informally chat with women 
about their experiences and time in Guam.  Having just met me, the “small talk” was often about 
where we (both the patients and I) have lived and the differences between Chuuk, Guam, 
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Hawai’i, and the mainland.  I shared my comparisons to Florida as well, to which I was 
frequently asked about the breadfruit rumor.
41
  This would ultimately lead to discussions about 
the similar weather, but usually come back to our respective reasons for moving to Guam.  
Women, and sometimes their family members, often told me short versions of their own 
migration narrative.  A few salient themes emerged through my field notes from this time which 
proved to be valuable insights in conducting the life history interviews.  This section thus will 
consider relevant themes not just from the formal interviews but from the many informal 
conversations within and outside the clinic context.  I will begin by providing two migration 
histories from my interview participants; these women’s stories were chosen because of their 
representativeness to all the women I interviewed.  After discussing the many themes 
intersecting in these two women’s lives and major overall themes in migration narratives, I will 
end by describing a theme that was only apparent in the clinic conversations but is important for 
this study and has implications for Chuukese women’s health: a form of medical tourism.  
SIERA 
Siera is a 47-year old woman from the Mortlock Islands.  Siera’s migration story began 
when she was just 12 years old and her parents moved her to Wééné (Chuuk’s political and 
economic center) to finish her elementary school.
42
  She left her tiny little island out in the 
Mortlock Islands (atolls beyond Chuuk lagoon) for this busy port town in order to get a good 
education.  Siera stayed with extended family members and her parents returned to the Mortlock 
Islands.  After elementary school, Siera’s parents insisted she move once again to Satawan, a 
                                   
41
 There is a rumor in the Micronesian community that Florida is the only mainland state that grows breadfruit.  This 
all stemmed from a small Chinese store in Kansas that everyone seems to know.  Each time I said “Maybe…? 
Probably in south Florida where it is warmer.” 
42
 Elementary school is schooling up to and including eighth grade in Chuuk, FSM. 
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fairly close island and the only Mortlock Islands location for ninth and tenth grade schooling in 
Chuuk.  After tenth grade, Siera returned to Wééné for her final school years, graduating from 
Chuuk High School.  Upon graduation, Siera’s uncle43 strongly suggested she attend the College 
of Micronesia (COM) Chuuk Campus and “just find a job.”  As the eldest female44 in her 
generation, Siera had more power to challenge her uncle’s directives, and told him she wanted to 
go to the mainland.  Siera worried about traveling so far with her parents in Chuuk, however, and 
chose Guam instead: “My mom and dad are still alive. If I go and something happens I can’t 
come back.  So I said ‘Yeah, I’ll go to Guam. Closer.” 
When Siera left for Guam, she planned to stay with a great aunt, although upon arrival 
Siera did not know this aunt’s address or phone number.  After being stuck at immigration for 
several hours because she had no official place to go, Siera was able to reach other distant 
relatives.  These relatives picked her up and together they found her great aunt the following day. 
Siera had big dreams of moving to this new place, and the adventure was a big part of her 
desire to go, but she was a bit disappointed when she arrived.  When I asked her what she 
expected Guam to be like, she said:  
Oh, it’s like a very, like you know like a beautiful place.  Different.  It’s gonna be 
very different from back home.  I won’t see like, coconut trees, breadfruit.  But 
when I came, all the, those trees and plants that were back home, they’re here.  I 
was like “Oh” when I first came.  I wasn’t, I just don’t want to go anywhere.  
They say “Let’s go to the store” I say “No I’m not going.” They say “Let’s go to 
the, cause you know, we will see places or the stores.” And I say “Same back 
home.  I’ve seen things like this.”  I thought it would be very different, maybe, like 
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 In Chuuk, a mother’s brother (uncle) is often like a secondary, or even the primary father figure. 
44
 The eldest female in a family, or Finniichi, is often given special treatment.  As she grows older she becomes the 
leader of the clan along with her Mwaanichi (eldest) brother.  She is the keeper of the land.  In my interviews with 
Finniichi women they often described how “spoiled” they were, not having to do housework or any other work as a 
child.  However, they often also felt the need to stay closer to Chuuk to take care of family matters. 
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in the states, yeah?  But it’s just exactly like home, just a lot of stores, hotels, you 
know?  But same as home. 
 
Siera’s disappointment over the excitement was rare; most women were actually intimidated and 
disappointed instead by the busy atmosphere in Guam as compared to Chuuk.  Eventually Siera 
got over her disappointment and enrolled in college at the University of Guam, but dreamed 
about moving to the mainland.  Guam however, was closer to home, and thus a good 
compromise:  
Maybe if I go to the States I will like it, yeah?  But it’s ok. It’s closer to home. So 
that time I can travel like every weekend, I go to Chuuk, come back. Cause the 
tickets very cheap then, yeah.  Eighty-some dollars to Chuuk.  Yeah when I get 
paid from work “Ok I’m going!”  
 
Siera thus travelled back to Wééné for visits frequently, but rarely out to the Mortlock Islands 
because of the distance and time it takes to get there, and her propensity to get seasick on the 
boats.   
About two years after moving to Guam, Siera became pregnant and shortly after she was 
married.  Siera eventually dropped out of college because of the difficulty balancing small 
children, jobs and schoolwork.  Siera had three more children with her husband, and her relatives 
took some of the babies for their first few years to help her balance work and family 
obligations.
45
  Siera had a happy marriage with her husband, but he passed away about ten years 
ago.  At the insistence of her husband’s family, her husband’s brother took his place; he migrated 
to Guam and married her.
46
  This man was not kind and gentle like her first husband, however; 
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 This sharing of children and especially, aunts and mothers taking their grandchildren the first few years is 
common even back in Chuuk when work is not often an issue. 
46
 This is an old custom that is still practiced, so that the husband’s family still has access to their children.  
However, this only takes place if there is a single brother available, and the woman agrees to it.  Of the other two 
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he was an angry, heavy drinker who rarely held down a job.  When Siera’s children grew older, 
they demanded Siera and her spouse end their relationship, and Siera respected her children’s 
directives.  She sent him back to Chuuk and they have not spoken in two years. 
Siera’s household is constantly changing members.  In the two years I have known Siera, 
she has had sisters, daughters, nieces and nephews move in and out of her home.  Siera has a 
good job, but supporting the steady stream of relatives generally leaves her financially strained.  
Siera owns a car, for example, but it was broken down for nine months before she was able to 
save the funds to repair the problem.  
Siera has a job that allows her to travel back to Chuuk a few times a year, and recently 
she sent her teenage son back to live in Chuuk for high school because he was not getting along 
with students in Guam.  Siera told me her son had trouble adjusting to life without such 
conveniences like McDonald’s and Pizza Hut, but felt more “at-home” with the students at 
Chuuk High School.  Her other children all graduated high school in Guam; two live in Guam 
with her and one is in the mainland for college.  Siera still considers moving to the mainland 
after over twenty years in Guam.  I asked Siera if she ever thought she would move back to 
Wééné or the Mortlock Islands, and she told me: “I just want to go visit, yeah.  Just go visit like a 
few days, swim, eat local food.”  Siera was dedicated to maintaining connections to Chuuk, but 
also realistic in the lack of opportunity and health care there, and her children’s comfort with 
“modern day stuff” since they were raised in Guam.  Siera’s story highlights several themes 
shaping Chuukese migrant women’s lives in this study:   
 
                                                                                                                 
widowed participants, one said no to her brother-in-law’s advances, and the other had a very strained relationship 
with the husband’s family which was severed at his death. 
123 
 
The Family and the Compromise 
Siera’s story about drawing a compromise between her uncle’s desire for her to stay in 
Wééné, her own desire to go abroad, and her feelings of commitment to her parents is a relevant 
theme that pervaded the stories of all those women who went to Guam for college or jobs.  While 
Siera was much more outspoken and adventurous than many women, she still stayed close to 
help her family, an expectation of the oldest (especially female) child.  She also did not feel 
comfortable being too far from her parents as they would need help and she needed to be there to 
provide support.  Only those who did not want to go to Guam but were forced to or convinced by 
family members did not fit this pattern (including Pretta, a 44-year old woman from the Mortlock 
Islands; Pamela, a 39-year old woman from the North West Islands; and Rosie, a 48-year old 
woman from the Faichuk region).  Guam, thus, is a better choice than staying in Wééné but often 
second choice to Hawai’i or the mainland.   
The Arrival  
Siera was one of the first of her family to go to Guam, but she did have a great aunt there 
and was able to stay with her for several years.  This too, fits the pattern of all women I 
interviewed.  They went to Guam with at least a small support system in place and at least 
temporary housing provided by relatives.  Siera’s arrival without notifying her aunt is also 
common.  Women’s stories of living in Guam frequently included relatives literally showing up 
on their doorstep.  This too is something that started much earlier in life, when communication 
systems were not as easy to access between islands, and relatives would send kids to stay for 
schooling without notice.  Arrival with minimal notice is still sometimes practiced today when 
there are cell phones and internet available to forewarn people of arrival; often people are 
forewarned, but with little detail as to when their relatives will arrive. 
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The Continuity of Movement and the Role of Education 
Siera’s migration story coinciding with education goals was also common.  Siera had 
been moving back and forth between various islands for schooling since the age of 12; what 
changed at this juncture was the mode of transportation (from boat to airplane) and the legal 
ability to move to the U.S. post-1986.  Each of the women I interviewed described a similar 
scenario in which their movement started in grade school when they attended their regional 
schools and eventually made their way to Wééné for high school.  Movement was necessary to 
complete more than an eighth grade education, and became an early initiation into a life of 
migration and movement. 
Life and Love in Guam 
Siera’s story of starting college, finding work and experiencing unintended pregnancy is 
also common, a scenario analyzed by Juliana Flinn (1987) (see Chapter Two).  Siera met her 
future spouse in Guam, but he was Chuukese, which is common among the women I 
interviewed.  Only two of my participants were married to an “outsider” (non-Chuukese).  Her 
husbands were outsiders though, in terms of their regional Chuukese identity.  They were from 
the Faichuk region and she was from the Mortlock Islands, a distinction I will explore in the next 
section of this chapter.  Siera’s story of “divorce” or separation is also prevalent.  Of the 15 
women I interviewed, nine were separated or divorced at some point and each of these 
relationships was separated through migration—either the spouse or woman returning to Chuuk, 
or the spouse going further to Hawai’i or the mainland “to set things up” and never sending for 
the family.  Scholars and the Chuukese community call this a “Micronesian Divorce” (Dernbach 
2005:265). 
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Transnational Commuting 
Despite having very little money for bills and often not enough to cover necessary 
expenses like car repairs, Siera always found the money to get back to Chuuk and often to bring 
or send her kids, siblings and parents back and forth between Chuuk and Guam.  Moving family 
members was much easier for Siera because she had a relative who worked for United Airlines
47
 
and could help her with discounted passes, but other employed women I interviewed without this 
airline advantage still managed to get back about once per year.  This movement between the 
two places is common for all women who could find the economic capital to do so, and desired 
by those who could not.  Even those participants who could not afford to move back and forth so 
easily were spending money on tickets for family members in Chuuk to come up, and sending 
money down for funerals and other needs despite living off of low-wage salaries.  
The second story about Rosie shares several similar themes to Siera’s story, but her 
migration narrative highlights new important themes as well. 
ROSIE 
Rosie spent her formative years attending grade school and high school on a neighboring 
island.  She then went to Pohnpei (the FSM national capital) for the end of high school, and then 
to college at COM main campus (also in Pohnpei).  After a few years in Pohnpei, Rosie returned 
to Chuuk to visit her family and then moved to Saipan, CNMI to attend Northern Marianas 
Community College.  She completed a college degree and began to work in Saipan, but her 
mother heard she had a boyfriend and insisted she come home, to which Rosie obliged.  Rosie 
was 21 years old when her mother brought her home to stop her from dating, and said that to this 
                                   
47
 United Airlines has a monopoly on the Micronesian region including Chuuk; it was Continental for decades but 
United and Continental recently merged. The prices are very inflated because of this monopoly; a round trip ticket to 
Chuuk (just over an hour flight) is $600-$700. 
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day—in her late 40’s—her mother is still in charge of her life.  After two years on her home 
island, Rosie became pregnant with a new boyfriend, and after the initial shame and parental 
anger, the family accepted the partner and they were engaged.  Early in Rosie’s pregnancy, her 
soon-to-be husband insisted they move to Guam to find work.  Rosie did not desire to leave 
Chuuk again, but her partner insisted.  Soon after moving to Guam, Rosie returned to Chuuk to 
spend her last few months of pregnancy at home and deliver in Chuuk with her mother.  After 
the baby was born, Rosie and her parents moved to Guam to join her new husband.  Rosie was 
not particularly excited about the move, however: 
I’ll be honest; I really don’t like it there. It’s like a force for me to stay there.  It 
was my parents’ idea to stay there.  To me it’s like, there’s no relaxing time for 
me I have to think, think, work, work, work.  No time to relax.  
 
Rosie spent ten years in Guam, and her other three children were born at Guam Memorial 
Hospital (GMH).  During Rosie’s ten years in Guam, she maintained steady work, but her 
husband rarely worked and instead drank and hung out with friends; frequently he was abusive 
toward her.  Rosie returned to Wééné at least once a year, often more frequently than that.  
Despite a limited income, she felt a strong pull back home.  When Rosie’s parents moved back to 
Chuuk, Rosie followed and moved her family back as well.  Within the first year back in Chuuk, 
Rosie separated from her abusive husband.  Rosie did not just move back to be with her parents; 
she wanted her four daughters to learn about Chuukese culture.  Rosie told me she wanted them 
to grow up “good girls, knowing the culture, learning respect.”   
Now that Rosie is in Wééné, she is happier with her life.  She travels to her home island 
every weekend, and travels to Guam for health care and other needs about twice per year.  
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Rosie’s story also highlights several themes that were evident throughout the interviews with 
other women. 
The Continuity of Movement and the Role of Education 
Rosie’s movement to Pohnpei (FSM) and Saipan (CNMI) before Guam was very 
common; Pohnpei was very close but with more opportunity as the FSM capital and Saipan was 
attractive since it was part of the U.S., but still a nearby quiet pacific island.  For those women 
coming of age in the late 1980’s and early 1990’s, Saipan was a hot spot because the economy 
was booming (Hezel and Levin 1996; Levin 1998).  Eryna, a 48-year old woman from the 
Southern Namoneas region, similarly lived in both Pohnpei and Saipan at different times for 
schooling purposes.  Glorida, a 53-year old woman from the Northern Namoneas region also 
lived in Pohnpei and Saipan for short periods of time.  These were the primary options for 
women who had aspirations of college degrees, as ten of the participants in this study did.
48
  
Migrating outside of Chuuk thus often started with “easier” moves than the hectic island of 
Guam, particularly to other small nearby pacific islands such as Pohnpei and Saipan, both of 
which had more opportunities for education and employment than Chuuk.  
The Compromise and the Family 
Rosie’s movement was largely dictated by her parents and her husband at different points 
of her life.  For example, her parents allowed her to move to Saipan, but brought her home when 
she was “misbehaving” by dating.  Rosie’s parents and the husband did more than allow her to 
move to Guam, they convinced her it was best although it was not her desire to leave Chuuk 
again.  What brought Rosie back to Chuuk was again connected to her family: following her 
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 Of these ten women, only four completed a college degree.  Jobs, pregnancies, and family obligations were 
barriers to completion. 
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parents and ensuring her daughters learn Chuukese culture.  Just like Rosie, several women with 
whom I spoke moved to Guam either by the request of their parents or their husbands.  In fact, 
only four women (Siera, the 47-year old woman from the Mortlock Islands previously described; 
Jevlyn, a 43-year old woman from the Mortlock Islands; Maureen, a 60-year old woman from a 
the Faichuk region; and Jessica, a 46-year old woman also from the Faichuk region) instigated 
their own moves, then negotiating with the family to be able to do so.  In all cases, family 
members and husbands played a vital role in women’s decisions to move to Guam. 
Life and Love in Guam 
Unfortunately, Rosie’s tumultuous relationship with her husband is also common among 
Chuukese migrant women in this study.  Living outside of Chuuk increased husbands’ access to 
alcohol and increased family privacy; this combination of factors led to more violent abuse 
episodes.  Yet, for some of the more economically advantaged women like Rosie, mobility 
assisted in their separation from abusive husbands.  With a college degree and money earned 
independently, Rosie had considerably more power to move back to Chuuk and subsequently 
divorce her husband.  Mary, a 36-year-old woman from the Southern Namoneas region also had 
more independence with her degree, and thus was able to move home when she desired while her 
husband left her for the mainland (and eventually returned).  Similarly, Praise, a 50-year old 
woman from the Southern Namoneas region, collected the funds for a plane ticket and secretly 
disappeared on her abusive partner.  Siera sent her abusive second husband home to Chuuk when 
her children decided they should separate.  Some women however, were in the opposite position: 
migration created a scenario in which these women had minimal family support to help them 
deal with the abuse inflicted by their partners.  Some, like Pamela, are currently enduring abusive 
marriages with no money or resources to leave the partner or return to Chuuk.  Further, even if 
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Pamela and other women in this situation were able to return to Chuuk, they often felt obligated 
to stay in Guam for their children.  
Transnational Commuting…or Settling? 
Rosie’s choice to move her children back to Chuuk was possible because Rosie had 
enough resources to then send her children to private schools.  Those women without the 
economic security a degree can provide felt they should stay in Guam or in some other U.S. 
location for the sake of their children’s education, regardless of whether these women wanted to 
be there or not.  Staying in Guam was a chance to give children a good education and 
opportunities not available in Chuuk.  However, women were also very worried about children 
raised in Guam not knowing important components of Chuukese culture; namely, language and 
respect.   
BIRDA AND SIRENA 
There was one theme that does not represent the life histories of women who had lived in 
Guam but was prominent in the clinics and relevant to this study.  This theme reflects a different 
cohort of women who arrive for a specific medical purpose, either for themselves (like 
childbirth), or a family member, and have intentions of returning to Chuuk within a few months.  
Several women I met in the clinics told me they travel to Guam for each childbirth and then 
return back home to their jobs or families in Chuuk.  This is a form of medical tourism only 
available to those women with families who can find the $300 (one-way) ticket to get them 
there.
49
  The government only covers plane tickets for insured citizens with high-risk issues not 
treatable in Chuuk; pregnancy is rarely a condition fitting the criteria, but women regularly 
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 I recognized regularly that the limited funds of this community prompted one-way tickets; the return flight would 
be covered when more money was able to be collected. 
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commuted for this purpose without insurance.  Generally pregnant women will come and stay 
with a family member, give birth, wait for the official birth certificate and social security number 
(required for the baby’s flight) and go home.  My field notes from Birda demonstrate this 
pattern:  
I asked Birda how long she had lived here, and she said “Which time?”  
Apparently she came as a youth in ‘87 because her father wanted her in Guam’s 
better schools, but then went back to Chuuk in 2002.  In 2009 she got pregnant 
and came to deliver since “The hospital is safer here. I almost didn’t make it but 
my dad pushed me to go. Two weeks later I had my baby.” I asked her if she came 
to the clinic first or straight to GMH that time.  “The clinic, my mom made me.”  
She comes each time she is pregnant (this is her third pregnancy), delivers and 
returns home a few months later after she has received all the paperwork to take 
her baby with her.  She said they may move as the kids get older for the schools, 
but she really does not want to leave Chuuk.  She loves her home. 
 -Field Notes, December 11, 2012 
 
This story was common among younger women who were having children and planning their 
lives. I believe it is a prominent theme that did not come through as easily in life history 
interviews because I purposely interviewed older women who lived in Guam for at least one full 
consecutive year.  Yet even within the life history interviews, women made frequent references 
to nieces who arrived in Guam to stay with them for pregnancy and delivery.   
Yet, some women do not seem as sure about whether they will get to go home, like 
Sirena:  
Without me asking, Sirena told me the story of how she arrived in Guam.  She 
said she really wanted to have her baby on her home island in Chuuk, but her 
family and husband insisted she come to Guam because it is safer.  She is eight 
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months pregnant and as she said “So very ready to be home.” But, she said the 
official birth certificate takes a long time after the baby is born (and is required to 
fly), so she is stuck in Guam for a little while after the birth, in her cousin’s house 
where she does not feel as comfortable, as “at-home.”  Later in the conversation, 
she added “This is my husband’s first time in Guam so he’s not ready to go back 
home anyway.” There was notable disappointment in her voice. 
--Field Notes November 8, 2012 
 
Sirena represented several women who first discussed going home very soon, but upon 
further discussion, “very soon” was a schedule determined by outside factors: either their parents 
or husbands.  Norita, a 36-year old woman from the Southern Namoneas region, moved to Guam 
because her father decided to move the whole family, and is now alone trying to complete school 
as her family returned to Chuuk.  Norita wants to return but is expected to send money home and 
thus has to stay.  This theme of getting “stuck” in Guam was relevant throughout interviews.  
OVERALL THEMES  
These final thoughts will provide an analysis of the major themes in migration narratives 
throughout all fifteen women’s stories as well as women with whom I spoke in the clinics. 
Guam as a Compromise 
Lola Quan Bautista described Guam as a compromise for Chuukese women (2010), 
because “men have wings but women only have feet” (Marshall and Marshall 1990:44).  This 
idiom refers to women’s connection to the land in their clans, which makes women much less 
mobile than men who are expected to voyage and travel (Bautista 1996, 2010; Dernbach 2005; 
Kawai 1987, 1991).  Thus, Guam allowed women to stay close to their land but still gain access 
to the education, employment and health care Guam provided.  I found Bautista’s assertion to be 
accurate among the women I interviewed and those I followed through the clinics, but not just 
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women because of their “feet.”  Often in the clinics, women’s husbands expressed the same 
sentiments about choosing Guam as a compromise between the desire to be at home (Chuuk) and 
to have access to good education, health care, employment and adventures in Hawai’i or the U.S. 
mainland. 
Guam was not only a place of compromise for living; it was a place of compromise for 
the hospital.  Every single woman with whom I spoke who had given birth in a U.S. state said 
that hospital was nicer, cleaner, and friendlier.  By comparison, they considered GMH to be full 
of rude, slow-to-help people in a dingy atmosphere (see Chapter Six).  These field notes were 
written after I followed a young couple through their prenatal visit who had just moved from 
California:  
This couple told me they had just returned from the states, and asked if that was 
where I was from.  He [the patient’s husband] said “We lived in California.” I 
said “Where?” He said “Pasadena. We had our first baby there and the hospital 
was very nice. Better than here [Guam].”  The wife [patient] was quiet, but she 
made a face about Guam connoting agreement.  I asked “So what made you want 
to move to Guam?” He said “Closer to Chuuk.”  So I said “Oh, do you get to go 
home often?”  The husband said “Not really and when we do maybe just one of us 
so we are not gone from the house too long.  Maybe two weeks but that’s it.” 
Then they started to talk about the hospital in Chuuk being really bad, so I asked, 
in reference to the quality of the hospitals in order: “So what, California, Guam, 
Chuuk?”  They laughed and said “Yes!” I asked if they ever wanted to move back 
to Chuuk, and the couple said they would probably only visit; the schools are 
better here and so they feel like they should stay for their kids.  
 --Field Notes, December 13, 2012  
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Yet, Guam was much better than Chuuk, and much closer than the mainland or Hawai’i, 
thus, it offered a good compromise. As Nelly, a 58-year old woman from the Southern 
Namoneas region told me:   
It’s a really big difference.  Health care here [Guam], it’s really, very good. It’s 
not, there’s nothing I can compare to the one in Chuuk. 
 
Just like the couple described above, women often compromised by living in Guam or 
birthing in Guam, but unlike this couple, women rarely had intentions of making Guam any sort 
of permanent home when they first moved.  It was either another step on the path to the mainland 
or a temporary break from the poverty and slow movement of Chuuk.   
Getting Stuck (in Poverty and in Guam) 
Although women rarely moved to Guam with intentions of staying, several women with 
whom I spoke ended up staying, some by choice and some by circumstance.  Often, women were 
disheartened to find they could not achieve all of their dreams nor could they easily move back 
and forth.  Carucci (2012) similarly depicted Marshallese in Hawai’i: 
Although people may have moved to Hawai’i imagining a life of abundance, with 
access to goods, hospital care, advantages of better schools, and a better life, they 
come to see themselves in comparison with other residents of Hawai’i as 
deficient, powerless, and insecure. [206] 
 
Several women with whom I spoke moved to Guam with intentions of providing a better 
life for their kids and their families back home.  Women imagined this world where their kids 
could get a good education and they could get a job and send money back to their parents and 
siblings in Chuuk.  However, once women arrived, the jobs either were difficult to find because 
the women had a lack of childcare, minimal English skills, or lacked transportation.  Yet, even 
when the women were working, it was generally too low of pay to actualize their dreams of 
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supporting multiple family members comfortably.  This led to feelings of powerlessness and 
insecurity similar to what Carucci (2012) found among the Marshallese in Hawai’i.  Further, 
several women described a scenario where other individuals such as their parents or spouses 
dictated their choices to be in Guam.  While some went there with big dreams and others were 
taken by parents, uncles, or husbands, one theme remains the same: they had no intentions of 
making Guam a permanent home, but at some point life circumstances changed their plans.  
Related to this theme of being “stuck” is that while many women and families chose 
Guam for its proximity, I constantly heard people say they had not returned to Chuuk in years, or 
only for funerals and other important events.
50
  Despite being so close, some women cannot 
afford to be as fluid as they intended in choosing Guam.  However, those still living in Chuuk 
can visit much more easily, and the flow of long-term visitors is never-ending.  This is part of 
that transnational living: not necessarily always going to the physical space of Chuuk, but at least 
bringing part of Chuuk to Guam.  My field notes from one patient at the clinic demonstrate this 
transnationality of the larger family, but also her own travel limitations:   
Then the patient told me about how she can’t visit Chuuk because her family is 
too big and she has to watch her children all the time, so her mom and dad come 
to Guam to see them [the patient, her siblings and their children]. This patient 
said she liked Guam because she has a lot of family in Guam, but also because it 
is close enough for the Chuuk family to visit often.  She said her Hawai’i cousins 
can’t move around as much, nor do they get as many family visitors.  
--Field Notes, December 6, 2012 
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 Planes arrive almost daily carrying bodies back to Chuuk; specifically bringing those migrants who died in the 
mainland, Hawaii, Guam and other places to be buried at home. 
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Both those women who felt stuck and those women happy to be in Guam discussed how 
much more exhausting it is to live there: all work and no relaxation time much like Rosie 
described above.  Women perceived Guam as a crazy metropolis from which they wanted to 
escape sometimes, the escape being the laid back life of Chuuk.  Yet survival required busy 
schedules.  Carucci (2012) similarly depicted Marshallese concerns in Hawai’i; how you “can 
never just remain still” because you will “be a goner” (205-206).  Both communities compared 
Guam and Hawai’i to home with a romanticized version that at home you can relax and still have 
plenty of food, such as Maureen, who eventually decided to move back to Chuuk: 
I just didn’t want to stay [in Guam]. Yeah I like here [in Chuuk], very quiet. 
Things are easygoing. But then Guam you have to rush all the time. You must 
work to live. Yeah here [in Chuuk] you can sleep because you have taro and 
breadfruit hanging free. But over there [Guam] if you’re not feeling good you 
have to go to work today.  Yeah. It’s just rushing around. When you get back from 
work very tired, sleep, wake up very early in the morning and back to the rushing. 
Yeah. It was very difficult for us [in Guam]. […] [In Chuuk] I can get sick and 
rest, peacefully. In Guam I have to go to work to have money to pay for rent and 
food and water and toilet paper and, everything is money.  Here [in Chuuk] if you 
don't have money you still can survive. 
   
These sentiments were also expressed by women who still lived in Guam, like Jessica: 
 
For us [Chuukese, Guam is] hard. Especially everything [costs] is raised up. 
That’s why sometimes I say “Oh I wish I would go back to Chuuk.”  [In Chuuk] 
You don’t pay rent. We have our own house, our own land to stay. Only in Moen 
[Wééné] we pay […] but, in our island, no.  We sleep together, we don’t care if 
plenty people, cause we don’t pay rent, and we have our own water from our 
[fresh water sources], you know?  Very hard in Guam. 
 
This idea of relaxing but still surviving was often contradictory to their reasons for 
leaving home (namely poverty), but the sentiments about the quieter life in Chuuk were accurate 
and sorely missed.  
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Transnational Living and Families 
Finally, each of these women also had very large families spread across the U.S. and the 
FSM.  Women had siblings and close cousins in Pohnpei, Palau, Saipan, Guam, and Hawai’i, but 
also California, Oregon, Alaska, Washington, Kansas, Texas, and even Florida.  Every woman 
with whom I talked had relatives in multiple places.  Paying attention to how transmigrants 
“establish sets of social relations across borders and maintain them over time” (Glick-Schiller 
2003:104), I learned these were not simply connections: women perceived each of these places 
(e.g. Palau, Washington, Florida) in which they had relatives as an extension of their home.  
These women know that if they can pay the airfare ticket, they can live anywhere a current 
relative lives, much like when these women showed up in Guam, and much like when family 
members show at their doorsteps regularly.  Like Kaylyn, a 35-year old woman from Faichuk, 
explained in describing her reappearance in Guam two years prior to our interview:  
You know, the doors are always open, and that’s the good thing about coming 
from that side of the family because it’s, it’s interesting how, like, cause in all 
there’s probably like close to 60-some first cousins, cause, but there’s no, um, 
among us I mean we know whose daughter we are, but we are so close it’s like we 
are sisters, you know? 
 
This type of extended family kinship in which Chuukese communities engage is common world-
wide.  Interestingly, the data from my study suggests that, in the case of Chuukese migrants, the 
onset of migration and the constraints placed on families through U.S. housing regulations
51
 do 
not appear to be altering these connections quite yet.  Conversely, Hezel (2013) has argued that 
housing constraints in U.S. territories and states have nuclearized the families of Micronesia; 
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 A concern expressed by many is the forced separation into nuclear households by apartment and housing rules for 
Guam Housing Authority as well as individual landlords.  Similar concerns were expressed in Hawaii and the 
mainland. 
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while I believe there is some power to these housing constraints in shifting social relations, I do 
not believe they have broken down the family, as demonstrated by Kaylyn’s comments above. 
Another common example of the continued extended networks is the great number of children 
sent off to live with relatives; young women are especially sent to live with relatives in order to 
assist new mothers and elderly family members while also attending the better schools these new 
locations provide.  This pattern provides for continuity of the extended family but in new 
migratory ways.  
All of these connections are maintained through what Marshall (2004) and others have 
described as the “coconut wireless” (see also Pobutsky, et al. 2009).  Connections and family 
gossip are spread throughout the U.S., and a sense of belonging to the “homeland” is maintained.  
However, in this generation the “coconut wireless” has been largely taken over by Facebook, 
accessible to everyone except some back in Chuuk (mostly on outer islands).  Facebook is not 
just a place to chat and gossip, it is a tool to keep everyone connected and informed, with family 
groups and trans-pacific chat sessions daily.
52
  The Facebook interconnection across miles of 
Pacific Ocean allows these trans-migrants ease in maintaining connections to family.  There is a 
rich and interesting dynamic on Facebook that is beyond the scope of this dissertation, but 
further research understanding how families connect and how identities are reified through this 
social media mechanism is an area ripe for study in this region.  Some scholars have started to 
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 The role of Facebook in maintaining connections cannot be overstated, as I learned while sitting in Chuuk one day 
at the Chuuk Women’s Council. A coworker received a phone call and then promptly opened her computer and 
started typing away.  As it turned out, nobody could get a hold of a certain relative in Hawai’i who needed to be the 
recipient of a hospital transfer.  So, she got on Facebook, located the nephew of this relative online right then, and 
chatted all of the information.  Afterwards she said “Facebook is so good.  We needed to get a hold of somebody in 
Hawaii because of an emergency, but could not. So I got the nephew on chat and told him to call the other relatives. 
At the same time my cousin is in Saipan trying to get my grandma’s phone number so she can call her in the 
hospital, so I gave it to her. Facebook is so good.”   
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recognize and focus on various trans-Pacific communities utilizing Facebook and other social 
media to stay engaged (Howard and Hobbis 2014).  
SUMMARY: MIGRATION NARRATIVES 
What I have presented in these stories are key themes associated with women’s migration 
narratives and how women experience moving outside of and sometimes moving back to Chuuk.  
In this depiction I highlighted the frequent movement, the power relationships fostering or 
preventing that movement, and how women’s lives are impacted by these migration paths.  
Chuukese women’s lives and experiences as residents of the larger Guam community is focus of 
the remainder of this Chapter.  
TRANSNATIONAL LIFE AND MICRONESIAN IDENTITY(IES) 
The following section will describe the context of life in Guam for Chuukese 
transnational women.  First, I will explore the unique ways in which identities are negotiated and 
formed between various Micronesian groups in the region.  Next, I will describe how women use 
the culture concept to describe and understand their identities.  Then, I will discuss the use of the 
culture concept to discriminate toward Chuukese migrants in Guam.  Finally, I will end on a 
positive note with a discussion of how migration, identity negotiation, and racism have fostered a 
growing Micronesian ethnic pride movement, one very prominent among Chuukese migrants in 
Guam. 
INTER-ETHNIC TENSION AND IDENTY FORMATION 
Identity is a fundamental question for people whose land of residence is not their 
land of reference.  They face different problems than the people back home and 
thus deploy different strategies for adapting to life in the new land.  For some, the 
problem is how to maintain cultural identity, but since the “other” has shifted, and 
the boundary has moved, identity takes a different shape than in the homeland.  
[Rynkiewich 2012: 287] 
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One of the first days at the clinic, I was told “there was another one” referring to another 
Chuukese patient for me to approach, so I went over to a young pregnant woman and introduced 
myself.  I described what I was doing, gave her a consent form and she read through it, then 
saying she did not mind because she wanted the company.  This patient had been waiting 
“forever” and was sick of it, but she was not Chuukese:  
You know, they called me Chuukese again!  Every time I’m in here they do that.  I 
keep telling them I’m Palauan. That’s offensive.  I’m not Chuukese and I don’t 
want to be Chuukese.
53
   
--Quote from Field Notes, October 25, 2012 
 
This encounter was early in my clinic fieldwork, but I had been in Guam long enough to 
know what the patient meant.  There is this association by other Guam residents of all COFA 
migrants as the same—Micronesians—and since the Chuukese represent approximately 78 
percent of these migrants (Census Bureau 2013), there is often confusion of other Micronesians 
with Chuukese, a confusion dating back at least to the early 1990’s (Hezel and McGrath 1989, 
also see Chapter Two).  When I explicitly asked health care workers (HCWs), they would always 
say “Oh yeah there’s different kinds, like Pohnpei, Yap, you know?” but in practice, HCWs 
often checked the “Chuukese” box without asking.   
This practice of lumping all COFA migrants together has clear implications for how 
Guam residents see these communities, but it also impacts inter-COFA community relationships.  
This young woman’s sentiment was not just being offended for being misrepresented; it was 
offense at being misrepresented as those people, the Chuukese.   
Micronesians are said to “develop distinctive stereotypes based on perceived differences 
in tradition, dialect, and custom among groups” (Flinn 1990:6) and this is exactly what I have 
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 After then explaining that meant she was ineligible, she invited me to come along anyway—as she wanted the 
company—to which I felt obliged, but I did not take any additional notes.  
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observed in Guam.  Being a COFA migrant in Guam earns you daily experiences of 
discriminatory exchanges.  Within Micronesia, being Chuukese earns you those similar 
experiences, and other COFA migrants do not want to be associated with the Chuukese, a 
sentiment Falgout (2012) describes in Hawai’i as well.  When spending time with non-Chuukese 
COFA migrants, I frequently heard commentary that Guam would not hate Micronesians if it 
were not for the Chuukese, the Chuukese make other COFA migrants look bad, and the 
Chuukese are “so messed up.”  
How the Chuukese conceptualize their ethnic identities is no exception. Within Chuuk 
there are several distinctions that even one group can make about themselves when constructing 
identity (Marshall and Marshall 1990); these are always connected to the place or island they call 
home (Marshall 2004).  Flinn (1990) portrayed those from the island of Pulap, for example; they 
are Pulapese on one level, a western islander on another, an outer islander on yet a third level, 
and Chuukese on a fourth.  Outside of Chuuk, scholars have described a “three-dimensional 
space in which multiple ethnic identities and relationships are formed” as they have a unique 
identity at home (i.e. Pulapese), a Chuukese identity, and further, a Micronesian identity 
(Maegawa 2006:148).  As many participants have told me, by the time they get to the U.S. 
mainland they have become a “Pacific Islander.” 
Reinforcing these identities, Chuukese people are quick to describe their region or home 
island and explain how many different Chuukese there are.  As several Chuukese patients I 
followed in the clinics explained to me: “People here don’t like people from Chuuk and they 
don’t realize we are all from different islands.”  This regularly expressed sentiment was 
generally followed by a comparison of their region to another region of Chuuk.  For example, 
those from the Mortlock or Western Islands often described simply as “outer islands” say their 
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“culture is stronger” so people behave better, whereas in the Chuuk lagoon people drink and 
fight.  Similarly, within the lagoon, the Faichuk region has the reputation of being the most 
violent.  Even from island to island, people differentiate particular villages as troublesome.  The 
more the state is broken down, the same result occurs: differentiating oneself from the “other” 
group and then both stereotyping and blaming that group for the larger bad reputations of 
Chuukese and Micronesians. 
The island identities within Chuuk are salient in how migrant communities are structured, 
and are still reminiscent of the good and bad relationships different islands have with each other 
that often date back to pre-colonial warfare and alliances between groups (Flinn 1990).  Within 
the Chuuk state capital of Wééné which attracts people from all over Chuuk for education and 
jobs, neighborhoods and villages are constructed based on home islands or villages (Flinn 1990; 
Marshall and Marshall 1990).  Communities with bad historical ties are not known for uniting in 
Guam any more than they do in Chuuk (Bautista 2010).   
These identity differentiations are important in many ways, not just for understanding 
how people “other” one another and justify discrimination. Chuukese people hold firmly to their 
identities as Mortlockese, Faichukese, and so forth, and created communities in Guam continue 
this pattern of associating with “their kind.”  One way in which these communities truly 
participate together is through churches and church groups, especially for older women.  Often 
these churches also include singing competitions among the younger people from neighboring 
islands (but not across regions) or neighboring villages all from one island.  I attended several 
singing competitions between migrants from different villages on particular islands,  but also 
competitions between several Mortlock island groups, who even invite the “very cultural” (their 
words, not mine) western islanders to participate.  Each group wears their color uniform to 
142 
 
denote island of origin and it is a festive occasion with “local food” that almost makes you feel 
like you are back in Chuuk.  These island identities are similarly announced and reified through 
Facebook with groups for particular islands, bumper stickers, colloquial sayings about particular 
islands or regions, and many other little identifiers that appear to be much less recognized by the 
larger Guam community. 
These identity formations have significance for how the larger Chuukese community 
interacts in Guam.  Bautista (2010, 2011) describes how entire apartment complexes will be 
occupied by people from one island or region; something I also observed during my fieldwork.  
When reaching out to the Chuukese “community,” those service providers “in the know” 
recognize that there are four primary leaders who each need to be approached for any outreach 
work to be approved, for example.  This segregation has been deemed a barrier to unifying 
Guam’s Chuukese community in efforts to assert their rights on the island.  Hawai’i has had 
much more success in uniting not just Chuukese but all the COFA migrants and fighting against 
discriminatory legislation and treatment of COFA communities (see, for example: 
http://www.mu-bi.org/).  
Yet, I also found that these island rivalries are not as fixed or deterministic of 
relationships between people of different Chuukese communities, although certainly more fixed 
for the older generation such as the women I interviewed.  My work with youth and college 
students as well as conversations with younger women in the clinics gave me the distinct 
impression that many close relationships between different islands are formed in schools, 
connecting in Guam through their greater Chuukese-ness (and mutual feelings of alienation). 
Many younger couples seeking care in the clinic were from different islands and met in this way. 
Despite this observation, lineal families are the primary connections and islands of origin and 
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region are next, which impacts overall cohesiveness of the Chuukese or COFA community in 
Guam. 
OUR CULTURE 
While one way in which transnational and global studies is supposed to inform 
anthropological theory is to assist in the deconstruction of notions of bounded communities, 
cultural specificity and territorial spaces (Appadurai 2008 [2000]; Basch, et al. 1994; Glick-
Schiller, et al. 1992; Gupta and Ferguson 1997; Inda and Rosaldo 2008; Kearney 1995; Tsing 
2008), the communities we study are often doing the opposite: setting up boundaries, reifying 
identities, and confirming cultural specificity.  Within the Chuukese transmigrant community, 
the terms “culture” and “custom” are used quite frequently to specifically refer to a bounded 
entity of traditions that differentiate them from the other Guam residents.  Much like Basch and 
colleagues (1994) argued to focus on “the relationship between power and hegemonic 
constructions of culture and practice” (17), I have understood the relationship between Chuukese 
transmigrants and other Guamanians as one that dialectically engages to construct notions of 
Chuukese culture, custom, and practice. 
Chuukese migrants talk about their culture all the time and in reference to all sorts of 
behaviors or expressions.  Praise explained to me who had final say in her marriage staying 
together (which was not she and her husband), attributing it to culture:  
It’s very, it’s also…culture.  It’s very strong, our culture. Once the sister or the 
elder says no more, not matter the church, it’s no more. 
 
Similarly, Jasmine, a 50-year old woman from the Southern Namoneas region, reflected on the 
life lessons of her mother and talked at length about Chuukese culture and her fear of it being 
lost:  
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When they don’t want to accept what culture is, because culture is, uh, it’s, maybe 
it was a blessing to have our culture, just to guide our way of living. 
   
Rosie used the culture concept to talk about wanting to make sure her kids understood 
how to behave the Chuukese way: to show respect (suufén), humility (mósónósón), and ascribe 
to particular gender roles.  When she moved her kids back to Chuuk and people were questioning 
her decision, she said “Well I want them to learn my beautiful culture, sorry.”  Further, when 
politicians in Chuuk’s legislature argue for or against particular legislation, it is quite frequent 
that the argument is that the legislative move is against the culture and too American.
54
  This 
designation of what is their culture versus what is not is often created through the power 
relationships of their most recent colonizer and consequent migrant hosts.  The U.S. is not 
similarly constructing what is “American” with consideration for Chuukese communities, which 
demonstrates the way in which these historical colonial relationships unequally produce 
understandings and ways of being and knowing culture. 
Those communities outside of or in-between “home” and “abroad” forge connections 
between Chuuk and Guam through maintaining this sense of culture.  The term “culture” is 
especially invoked when women talk about food, language, and respect.  The women in this 
study constantly discussed the fun of going home to Chuuk to eat “local food” and drink/eat 
coconuts, and regardless of their mobility culture came to them: planes coming from Chuuk are 
always full of coolers containing kohn (pounded breadfruit), pwana (pounded taro), iik (fish) and 
nuu (coconuts) from Chuuk
55
.  Culture also includes speaking Chuukese—not some hybrid of 
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 Two ongoing examples are the bill to make domestic violence illegal and the bill to raise the age of consent from 
13 to 18 years of age. 
55
 You cannot overestimate the importance of food or the migration of it and the movement of coolers is not limited 
to Chuukese migrants.  If you go to the airport in Guam or anywhere in Micronesia on any given day it will be full 
of people checking their coolers into the flight. Guam also has reef fish, breadfruit, and coconuts, but those from 
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elementary Chuukese and English—but really knowing the language; a concern the women 
expressed about their children being raised in Guam.  Culture also includes understanding the 
principles of respect towards brothers, elders, and the family.  Those who subscribe to these 
ideals have “strong culture.”  When women’s sons are joining gangs at schools, their daughters 
are wearing pants, and all their children are begging for McDonald’s, women distress at their 
failing attempts to preserve their “beautiful culture.”   
To Chuukese migrants and those living in Chuuk, culture was considered a package of 
beliefs that anthropologists and other colonial outsiders likely helped them to construct and 
name, and which we, as a discipline, have now deconstructed.  The Chuukese community is not 
alone in constructing notions of culture through the lens of colonizers and host communities: the 
largely disempowered Chamorro community feels many elements of their culture were lost from 
the many colonial forces occupying their lands, as do their COFA neighbors when speaking of 
the Guam Chamorros.
56
 
Those Who Have Culture: Culturalist Dimensions of Discrimination 
Carucci and Poyer (2002) argue that “each Micronesian community has a sense of itself 
that is composed of its ancient heritage, its colonial experience and its modern circumstances” 
(207).  Guam is often described as having a unique identity separate from the rest of Micronesia 
due to their colonial separatism (Bautista 2010, Kiste 1999).  Scholars have depicted the 
Chamorro of Guam to be more westernized (Kiste 1999) and having “lost their culture” (Diaz 
1994; Guerrero and Salas 1995).  While there is indigenous rights scholarship that 
                                                                                                                 
Chuuk just “taste better” (a sentiment which I agree with). When the plane arrives in Guam announcements are 
made on Facebook “Fresh Kohn at my house tonight, straight from Chuuk!” Coolers subsequently leave Guam daily 
full of Subway, McDonalds, and Winchells (a Guam donut shop) for relatives back home.  This is true for Hawai’i 
as well. 
56 
Conversely those Chamorros from the CNMI are considered to have “kept” their culture given a less dominant 
U.S. occupation; for example Chamorros from the CNMI still speak Chamorro in everyday life. 
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understandably disagrees with this assertion of “lost” culture (Diaz 1994), the colonial 
separatism has impacted the relationship between Chamorros and what they call the 
“Micronesians” (i.e., everyone else) (Diaz 1995).57  
While the U.S. neo-colonial relationship with Guam has created several communities 
through the movement of other colonized people through Guam, the Chamorro self-
determination movement has largely left other ethnic groups out of their quest for more 
autonomy, including the Filipinos despite the fact that they represent 26 percent of the 
population
58
 (Census Bureau 2013).  Diaz (1995) argued that Chamorro/non-Chamorro 
relations—namely Chamorro-Filipino relations—have always been tense in Guam, although it is 
rarely acknowledged that their relationships were largely created by shared colonial forces; first 
the Spanish and then U.S. (1995:156).  I argue that the same can be said for Chamorro-
Micronesian relationships.   
This concept of Chuukese culture is not one simply constructed by Chuukese in dialogue 
with American and Guam relations; the Chamorro often construct their “American-ness” in 
opposition to these cultural migrants.  As I was told by Siera: “People don’t like us when we 
come here because we bring our culture with us.” (Field Notes, January 4, 2011).  This is entirely 
accurate in my observations on Guam, in fact I have heard politicians, community leaders, 
government social service workers, and even University students explain that they (Chuukese 
migrants) just need to learn the ways of Guam, how to behave in a society with U.S. rules.  The 
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 When discussing the region, people talk of Guam and the rest of Micronesia or Micronesians and Chamorros; this 
linguistic separation is one very much noticed by the COFA communities living in Guam. 
58
 Guam’s total population was 159,358 people as of the 2010 U.S. Census.  The Chamorro represent 37 percent of 
the population, while Filipinos represent 26 percent and the Chuukese alone represent seven percent of the 
population (Census Bureau 2013). The COFA migrant survey (Hezel and Levin 2012) collected information on all 
COFA migrants; according to this survey 8.5 percent of Guam is FSM with seven percent being Chuukese.  These 
surveys assessed ethnicity, not migration status or citizenship. 
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Guam community rhetoric is often that Chuukese migrants need to assimilate; their problem is 
not poverty and racism, it is that these groups are not acculturated and educated as to Guam’s 
laws.
59
  This construction of difference between Chuukese and Chamorro communities occurs 
while each group simultaneously constructs their identity in relation to the dominant power: the 
U.S.  The Chuukese are too cultural, but the Chamorros do not want to be too American (the 
opposite and dominant party lacking culture) either.  In more comfortable settings, jokes about 
Chuukese backwardness and stories exoticizing them are frequently expressed; these jokes 
occurred even after I explained that I was studying discrimination of the Chuukese community. 
In a recent ethnography of a New York hospital women’s health clinic, Khiara Bridges 
examines what she deems “culturalist racism” among physicians (2011:132).  Using 
Visweswaran’s (1998) work that problematizes anthropology’s historical use of culture as an 
antonym to race, Bridges depicts the ways in which culture has simply replaced it: “culture has 
come to do the work that race is no longer capable of doing…culture is used to condemn persons 
or a group of people as effectively as did race of the concept of yore” (132).  The “culturalist 
racism” Bridges depicts pervades Chuukese women’s experiences living in Guam—within and 
outside the clinic—from going to banks, to their children’s experiences at school, to accessing 
services.  Further, they too think they are discriminated against because of their culture, these 
women love but are also being punished for embracing.  Although I did not have an explicit 
question about discrimination in Guam, stories of discrimination and notions of belonging were 
brought up frequently during interviews, often recounting differential treatment by street level 
bureaucrats (Lipsky 1980, see Chapter Six) as well as every day citizens.  
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 The laws are most frequently described for something people don’t understand when using this logic. This is 
usually followed by a story of a boy who stabbed someone and thought everything was ok because his family 
apologized to the victim’s family: a very (male) gendered representation of Chuukese migrants.  
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Siera told me a story about her son’s experiences at school in Guam: 
One day they [Chamorro and Chuukese boys] had a fight.  The [teacher] aids 
were taking care of the local, Chamorro.  Sometimes they [the teacher aids] 
helped them [the Chamorro students].  The Chuukese, they’d say “You Chuukese, 
go back to your place.” 
 
I asked Siera, did she mean the Chamorro students or the teaching aids said that to her son and 
the other Chuukese students?   
The [teacher] aids.  They said it.  They say “You Chuukese you go back home this 
is not your island.”   
 
Pamela told me a similar story of the police responding to the scene of Chamorro boys 
surrounding Chuukese boys and taunting them.  The Chuukese boys said the Chamorro were 
telling them to go back to their island and that they did not belong here; the police officers—
instead of questioning the local boys or breaking up the confrontation—agreed with the 
Chamorro boys “Well boys that’s true this isn’t your island.”60  Jevlyn described fights that 
broke out in her neighborhood between Chamorro and Chuukese boys in which the police were 
called, and only the Chuukese boys were arrested.  Jevlyn said she has seen this several times, 
and hears it happens in other neighborhoods too.  
Cause if the cops come, if a Chamorro, nothing happens, yeah.  I feel like when I 
said, when I call the cops I said “My window is broken so you gonna help me out 
look for those kids, or?” They saw those boys, they run, they say they gonna come 
back.  Never!  But when the Chuukese boys causing trouble, arrested.  
   
Kaylyn, who lived in Guam briefly for elementary school recalls being only six years old when 
kids would taunt her, saying “Oh dumb Trukese go back to Truk.”  
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 This theme is particularly upsetting when considering the Chuukese boys and girls who were born in Guam 
consider it home.  
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Adult migrants also experienced discrimination.  Three women told me stories of 
discrimination they experienced at local banks in Guam.  One woman who worked at a bank was 
constantly questioned as to how she got this kind of job; another was questioned when making 
deposits for her employer.  Public service environments were also harbingers of this harsh 
treatment; discrimination was pervasive in the clinics as I will describe in Chapter Six.  Young 
Micronesians, such as UOG college students expressed the frustration that when they walk into a 
nice store they are followed (because of suspicion of theft) or are immediately told “We don’t 
need any help here.”61  
These experiences are not limited to those the women recounted to me; my immersion 
into Guam allowed me to see and hear “culturalist” racism toward Micronesians regularly.  
Perhaps one of the most disturbing for me was what my husband witnessed after only a month of 
starting his first job in a government service agency.  He reported that he saw pictures from a 
Halloween party at work in which some of the employees dressed as Chuukese women with 
Chuukese skirts, combs, and fake gold teeth.  This was reminiscent of stories of “black face” 
costumes from my home in the cultural south in the U.S. 
The women I interviewed and their children experience explicit discrimination from their 
job sites, social services, and the school system, like Jessica explained succinctly: 
Yeah, especially us Chuukese.  They don’t like us.  Wherever we go, they really 
give us a hard time. 
 
This sentiment is expressed in the greater Chuukese community too.  Several people with whom 
I spoke in Chuuk told me when they migrated they chose Hawai’i or the U.S. mainland to live 
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 The UOG Chuukese Student Organization is currently forming a writing group to use creative writing as an outlet 
for all discrimination they experience living (and often growing up) in Guam. 
150 
 
because Guam has become too “bad.”  By “bad,” these individuals meant the discrimination 
toward migrants has become increasingly severe over time in Guam, and the school system now 
hosts several gangs which are formed along ethnic lines.  These non-Guam migrants did not want 
their kids growing up in such a negative environment.  Hawai’i is starting to get a similar 
reputation as the Chuukese are increasingly in the spotlight for being the troublemakers (Blair 
2011, Yamada 2011).   
As is common in marginalized communities, the larger Guam community does not 
recognize the diversity of this group: the Chuukese are just Chuukese.  I find it rare to encounter 
someone who understands Chuuk as more than one large island, and they associate this entire 
community—and often all other COFA migrants too—as the same people.  In general, Guam 
residents appear to have a very limited understanding of the COFA except that which upsets 
them: migrants.  In fact, most residents only know the COFA as the “Compact Impact,” a term 
created by the U.S. government in the early years when assessing the reimbursements necessary 
for jurisdictions with high rates of COFA migrants settling in them.  This term has morphed into 
the catchall phrase for Guam citizens discussing the COFA, to the point where they look at me 
blankly when I mention the Compact of Free Association, or COFA.  However, when I refer to 
“Compact Impact” people immediately understand what I mean.  This term is so pervasive I 
witnessed local politicians mistakenly using it to describe the official agreement.  As linguists, 
anthropologists have a keen understanding of how language both reflects and reinforces ideas in 
communities, and referring to these communities only in reference to their negative impact is 
quite telling.  What is ironic is the fact that this discrimination is so pervasive in an environment 
such as Guam, where locals pride themselves on being a friendly and welcoming small island 
community (see, for example Calvo 2014). 
151 
 
This description I have provided presents a dismal picture of Guam, but the reality is 
more complex than a simple hatred toward Micronesians.  One recent example that elucidates 
these complex feelings harbored by many Guam residents is the Governor’s 2014 State of the 
Island address, in which the Governor implored the community to band together and fight the 
poverty caused by “Uncle Sam,” chastised Guamanians who said any U.S. states were “better” 
than Guam, and then reminded everyone “The best of America is right here on Guam. And 
they’re Americans who also call ourselves Guamanian” (Calvo 2014).  Further, while attempting 
(for the first time) to publicly reinvent the notion that Micronesian poverty, rather than “culture” 
causes the many issues the region faces, the Governor tried to create a sense of shared 
community.  Yet, Calvo still made a point of calling FAS
62
 citizens
63
 guests and neighbors who 
were prone to crime; still “others” but perhaps having a shared sense of victimization from the 
U.S. colonial agendas:
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It’s one thing for a society to face poverty caused by its own conditions. Things 
get more complicated when poverty migrates in.  It is estimated that over a third 
of the new families on food stamps in the last three years are FAS immigrants.  I 
don’t believe that the solution is to refuse services and hospitality to our 
neighbors.  We are connected, my dear people […] Would there be such tension 
on Guam if FAS immigrants did not live in poverty, or were not so prone to 
crime?  I don’t think so.  The problem isn’t where immigrants come from or what 
race they are. The problem is poverty […] The moral of these stories is that, 
whether his intentions were good or bad, Uncle Sam has a habit of forgetting his 
stated obligations to the Micronesian islands he saw fit to administer and use for 
geopolitical reasons.  In other words, rather than waiting around for the U.S. 
government to finally build those schools in our neighboring islands, let’s just 
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 As a reminder, FAS stands for “Freely Associated States” which is another acronym used for citizens from the 
three nations in Compact of Free Association with the U.S.  COFA and FAS are used interchangeably to describe 
these migrants. 
63
 Interestingly, the use of the term FAS citizens in this context as well as the data on FAS or COFA “migrants” in 
Guam include anyone who ethnically identifies with a FAS country—many of whom are American citizens born 
and raised in Guam (GovGuam 2014). 
64
 See: http://governor.guam.gov/2014/02/26/calvo-micronesians/  
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band together as Micronesians and take care of these problems on our own two 
feet […] We’re not victims of circumstance.  We ARE Micronesians. We have it 
within us to build a strong region, where all of us contribute to each other’s 
success […] I am well aware that many of our guests are tearing at the fabric of 
our society with their crimes.  It is true that a great number of burglaries, assaults 
and sex crimes are being committed by a disproportionate number of FAS 
immigrants. Sadly, their crimes are but a fraction of those committed by our own 
local citizens. [Calvo 2014] 
 
The Governor’s attempt to create a sense of shared identity is not new, but as 
demonstrated by the speech, it vacillates between coming together as “One Micronesia” and 
dealing with these guests’ poverty and crime migrating in and tearing the fabric of society.  
These complex and often paradoxical feelings toward migrants and Uncle Sam’s power can be 
further demonstrated by the Lieutenant Governor’s remarks one week earlier about Micronesians 
Gaming the System in reference to getting large refunds from the Earned Income Tax Credit 
Program (a federal mandate).  As is the rest of Guam, this administration is both attempting to 
alleviate ethnic tension while simultaneously dealing with their own feelings of racism and 
resentment in this small island community.  All of these feelings are then negotiated through the 
lens of the all-powerful U.S. creating these shared communities. 
I must point out that it is not all bad.  Some women described good relationships with 
Chamorro neighbors that grew over time despite rough beginnings.  One woman married a 
Chamorro man for a brief period; others had relatives who had.  Further, it ebbs and flows.  I was 
told by many (Chamorro, Filipino and Chuukese) people “it [the discrimination] used to be 
really bad” as if ethnic tension had improved in recent years.  Yet, during the two years I spent 
in Guam, I observed an increase in ethnic tension and COFA migrant resentment.  Two recent 
gang rapes in the community in which the accused are young Chuukese men only exasperated 
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the situation (Tabonarés-Reilly 2013, 2014a, 2014b, 2014c, 2014d), which I believe is a major 
reason crime was a focus of the 2014 state of the island address. 
Finally, it is not my intention to paint the Chuukese community as mere victims of 
discrimination; they engage in this inter-ethnic Guam racialized discourse as well.  Regularly, 
Chuukese women and sometimes their health care providers (generally the doctor or nurse seeing 
them) made jokes about Chamorro patients being the rude and impatient ones.  One of my 
participants told her daughter she better not bring home a Chamorro because they “kill people 
and stuff.”  Women described “those Filipinos” at their work as lazy and opportunistic, and I 
witnessed several occasions of Chuukese women making fun of Filipinas’ talking style in their 
native languages (mimicking fast talking).  
LOVING CULTURE: ETHNIC PRIDE 
I believed all of the interethnic tension that placed Chuukese migrants firmly at the 
bottom of the hierarchy would lead to insecurities and people hiding their identities.  Prior to my 
arrival I heard stories of people lying about being Kosraen (Maegawa 2006) or Palauan (personal 
communication) just to be treated better in Guam and I assumed I would see this more.  What I 
found was quite the opposite.  In fact, Chuukese women often visibly and symbolically 
demonstrate their identity to the larger Guam community through their colorful and notable 
uroos (skirts) and mumus (dresses) as well as identifiable hair combs and gold teeth.  These 
visual markers are the basis for racist jokes in larger Guam, but represent the essence of being 
Chuukese for many women.   
Drawing from Mary Douglas’ (1973) concept of the social body, Scheper-Hughes and 
Lock (1987) argued this body is often reflected in representations of society and society often 
reflects representations of the body (1987).  The “unconscious cultural loyalty” often discussed 
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using Bourdieu’s (1977) habitus is apparent in the way in which women continue to exhibit their 
modesty and their shared identity on their bodies—often unconsciously in Chuuk—but perhaps 
more consciously abroad.  One patient I followed demonstrated the conscious cultural ties to her 
dress when she complained to me about her frequent experiences being misidentified as a 
Chamorro woman.  As this woman told me, she always wears skirts and mumus (neither of 
which are worn by Chamorros in Guam), and thus cannot understand how people can confuse 
her identity.  She told me: “Of course I’m Chuukese!  I’m not going to wear a dress of the other 
culture!” (personal communication, October 25, 2012).  While many migrants—especially those 
of other islands—have shifted to wearing pants, Chuukese women make this shift much less 
frequently.  These skirts and dresses as well as their hair combs represent a form of ethnic pride 
that visibly connects them to home and also reifies their identity within this tension-filled 
discriminatory context, a form of bodily praxis (Bourdieu 1977).  Carucci (2012) discussed this 
same scenario among the Marshallese in Hawai’i; his analysis posited that being “othered” 
actually made Marshallese more insular as a community.  See Figures 5.1, 5.2, 5.3, and 5.4 for 
depictions of Chuukese combs and skirts. 
 
Figure 5.1. Traditional (Tortoise Shell) Chuukese Comb 
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Figure 5.2. Modern (Plastic) Chuukese Comb 
 
Figure 5.3. Women Wearing Chuukese Skirts  
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Figure 5.4. Chuukese Women Walking in Chuukese Skirts and Mumus 
 
This theme is best elucidated by a Chuukese student who was enrolled in a gender studies 
course I taught the University of Guam.  After reading the Vagina Monologues (Ensler 2007) 
and a local version (M. Blas 2012) produced in Guam, students were supposed to create their 
own “monologue” which was open-ended in topic and artistic format as long as it connected to 
the themes of the course (which covered various intersections of inequality) and the traditional or 
local monologues (themes of gender, sexuality, gender-based violence).  Genevy wrote a poem 
about her skirt.  My words could not provide a better way of elucidating this visual identifier’s 
importance and value; thus, this poem is reproduced with Genevy’s permission:  
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My Skirt, My Sacred Protector  
(Spoken word) By: Genevy Orichiro 
"That’s an ugly skirt? Why do you wear it?" 
Those words cut through my self-esteem like knife through butter. 
I was 12 years old with long black hair that trailed down my back like my spinal cord. 
But with those words I felt it hunch forward 
like a bendy straw. 
I clenched my skirt with both hands, anger boiling inside. 
Staring at the ground as if I had accidently dropped my voice box 
on the concrete floor. 
"Ewww why don't you wear normal clothes like we do?" 
I heard the laughter in her words and felt the disgust in her eyes. 
I was seconds away from kicking her in the leg 
when I remembered my mom and how proudly she wore it. 
"This skirt?  
Well this skirt was handmade  
you can't find these in department stores 
they’re tucked away from the western world. 
Only dawned by those who wear their culture around their neck. 
Values engraved  
deeply in their chest. 
This skirt? 
Protects me, guards my sacred flower  
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wrapped around my legs like a shield of armor. 
No man can touch, lust, or peek because only I hold that power. 
Mother taught me to keep my head high and my skirt low. 
My sacred flower is a beautiful mystery that only my future husband will know. 
So you ask me WHY I WEAR THIS SKIRT? 
I'll give you three reasons, 
1. My dignity…will never be easily broken 
2. My pride…will never be easily shaken 
3. My virginity…will never ever ever be easily taken. 
So ask me one more time and I swear I will kick you in the leg. 
 
As Genevy expressed, the “skirt” (or mumu) has more meaning than just a cultural 
identifier, it symbolizes purity, modesty and virginity, elements that will be elaborated in 
Chapter Eight.   
SUMMARY 
This chapter attempted to condense migration narratives and migrant lives in Guam into 
one cohesive story, covering the movement of people and the ways in which they move, their 
shifting identities, notions of “culture” and everyday experiences of discrimination, all of which 
have a great impact on women’s lives and their overall health.  Further descriptions of the 
explicit role both transnational movement and discrimination play in health care access and 
understandings will be further elaborated in Chapter Six, and how it impacts women’s sexual and 
reproductive lives will be presented in Chapter Eight. 
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CHAPTER SIX 
THE CLINIC 
 
This chapter presents ethnography of the clinic, and in particular how health care workers 
(HCW), Guam’s public health system, and Chuukese migrant women interact in the context of 
Chuukese transnational migrant women’s health.  This chapter addresses policies, practices, 
perceptions, and experiences of these actors in the clinics.  First, I will describe the setting of 
public health care in Guam, including a brief description of its public health and public hospital 
facilities.  In this description, I will begin to describe the structural and policy-related issues 
impacting the public health centers and the Government of Guam more generally, and some 
facility-specific issues in the health care realm.  Next, I will present my findings within the three 
public health facilities, and in particular the ways in which Chuukese women are gaining access 
to and experiencing reproductive and sexual health care within them. These findings are 
separated by two major overarching themes: access and interactions.  Accessing the clinics 
proved to be challenging for many women, and once successful, the interactions were often 
wrought with issues impacting care.  Thus, I will first cover those challenges associated with 
getting in and then discuss Chuukese women’s, HCW’s, and my own experiences being there. 
THE SETTING: PUBLIC HEALTH IN GUAM 
Government of Guam has one overarching entity providing health care for the island: 
Guam Department of Public Health and Social Services (GDPHSS).  GDPHSS is the umbrella 
organization for Guam Memorial Hospital (GMH) as well as public health facilities which 
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provide several services for the island of Guam, structured similar to other U.S. city and state 
departments of health, with services catering mostly to the low-income population.  GDPHSS 
programs include, but are not limited to: STD/HIV surveillance, testing, counseling and 
treatment; immunizations; cervical and breast cancer screening; Tuberculosis control; prenatal 
care; family planning services; and a child health program.  GDPHSS is also responsible for 
surveillance and epidemiological data for the island of Guam.  
CENTRAL PUBLIC HEALTH 
The main facility for GDPHSS is often referred to interchangeably as “Central” or 
“Mangilao65” and hosts one of the three clinics in which my ethnographic work took place. See 
Figure 6.1 for a Map of Guam separated by village and population.  Central is located in an old 
nuclear fallout shelter with no windows, which exudes an old sanitarium or prison-like 
ambiance.  In terms of sexual and reproductive health, Central primarily serves uninsured 
women for prenatal care and family planning services, and the STD/HIV program (testing and 
counseling) is open to all Guam residents.  Central is characterized by major funding shortfalls 
and is known for constantly having supply shortages impacting patient care.  During my time at 
Central, the supply shortages in the lab literally would change from week to week, so if a 
pregnant patient was in the clinic March 11, she may get five free lab tests in Central and be sent 
for a few tests to a private lab, but on March 18, she may only get three or four.  Thus, patients 
are told that “services are free but bring money for lab specimens,” which they then have to drive 
to a private lab after their visit.  Uninsured women are expected to come up with anywhere from 
$40.00 to $140.00 to cover these private lab costs depending on the supply shortages that week.  
Some of these shortages are alleviated in other ways; the STD/HIV program for example sends 
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 Mangilao is the name of the village in which Central is housed. 
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specimens off-island for cheaper processing, but the shipping costs are so expensive they wait to 
have a sufficient number of specimens to send them.  This “batch” sending dramatically slows 
the time is takes for the return of test results.  Prior to the recent implementation of rapid HIV 
testing for pregnant women in the late second and third trimester, for example, some women 
gave birth before the HIV result returned, which proved dangerous for those who tested positive.  
Similarly, chlamydia and gonorrhea tests completed through the public health system (in all 
clinic locations) take several weeks to get back, which influences providers’ choices to add these 
tests to pregnant patients’ private lab costs for speedier return.  The Government of Guam 
bureaucracy is generally to blame for much of the supply shortages, funding, payment and hiring 
issues that are endemic in the entire system. 
NORTH AND SOUTH COMMUNITY HEALTH CENTERS 
In 2003, Guam was awarded grants to open a community health center (CHC) which has 
since grown to two locations.  The CDC has funded CHCs throughout the country and even 
COFA nations, which represent a holistic model of health care where patients can come to one 
central processing facility to 1) sign up for services such as Medicaid or the Medically Indigent 
Program for non-citizens (MIP)
66
, Women Infants and Children (WIC) and Supplemental 
Nutrition Assistance Program (SNAP)
67
; 2) receive medical care; 3) complete lab work; 4) fill 
prescriptions; and 5) receive health education and social work services, as needed.
68
  These 
services are available at Central as well, but Central primarily serves uninsured patients who 
have very specific needs such as prenatal care, family planning and STD/HIV testing and 
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 This is described further in the section below: Insurance.   
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 SNAP is also known as food stamps. 
68
 At the time of this study, only one CHC had offices for MIP/Medicaid and other social services (social workers, 
WIC, etc.)  
162 
 
counseling. The CHCs provide more diverse care, including the spectrum of care generally 
offered by primary care providers.  Since most private clinics either do not take Medicaid or 
MIP, or have a very limited number of slots for these 54,357 publicly insured
69
 residents 
(GovGuam 2013), Medicaid and MIP recipients of Guam—who make up 34 percent of the 
population—had very limited access to medical care prior to the CHCs.  The impetus for opening 
these CHCs was to fill this gap in service provision. 
Of the two CHCs, one is located in the southern part of the island (also called Inarajan, 
the village name), which is the more rural area of Guam, and one is in the north, the most 
densely populated area (also called by its village name: Dededo).  While residents are not 
required to go to one or the other CHC depending on their village, generally people go to the one 
closest to them, leaving the North inundated with patients and the South feeling more like a 
quiet, private clinic.  See Figure 6.1 for a Map of Guam with the most recent Census estimates 
per village.  
In the eight months I conducted participant observation, five months were spent primarily 
at North and three months at Central.  I spent one day a week at South as well for two of these 
months, but it did not prove very useful.  The rural south is home primarily to Chamorro families 
and this facility serves very few Chuukese patients.  I did, however follow some patients in the 
South, so the results presented below include findings from all three clinics. 
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 According to the U.S. 2010 Census, the Guam population is 159,358. According to the GDPHSS 3
rd
 Quarter 2013 
Report, 11,729 people are insured through MIP (5,963 identify as Chuukese) and 41,628 are insured through 
Medicaid (including 6,998 Chuukese) which totals 54,357 people total publicly insured (Census Bureau 2013; 
GovGuam 2013). 
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Figure 6.1. Guam Map by Village and Population  
Source: 
http://www.census.gov/2010census/news/img/cb11cn179_ia_guam_totalpop_2010map.jpg  
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The CHCs are still firmly a part of the Government of Guam, but throughout the ten 
years CHCs have operated, they have slowly worked to legally separate themselves from the 
bureaucratic umbrella in ways that improve operations.  For example, the Government of 
Guam’s history of not paying bills is a major contributor to the difficulties associated with 
securing and maintaining supplies, prompting the CHCs to lobby the legislature to actually 
legally separate their finances from the rest of the Government of Guam.  One HCW in a 
leadership position, Dan,
70
 explained this problem and their strategy: 
Dan: When you don’t pay your bills, people don’t want to give you their 
business. And GovGuam [the Government of Guam] is notorious for not 
paying their bills.  Um, so, we spent about three to five years trying to 
figure out how we could deal with, with reputable off-island people and 
um, the 340B is, that’s one program […] We [CHC] have monies that we 
accumulate here and there so it wasn’t a matter of us being able to pay a 
bill.  The problem was that we got tied up with the hospital and mental 
health and DOC and everyone else… 
Sarah: Oh, you were connected so, pay the bill for everybody or nobody gets? 
The whole island? 
Dan: Right, right. And so we managed to sever a lot of those ties. And basically, 
we are on our own now, and we get drugs for, you know, 10-20 cents on 
the dollar compared to what we used to. 
 
The CHCs are not entirely separate however, and have to deal with other Government of Guam-
related issues, namely their hiring process and subsequent staffing problems which are much 
more pronounced than at Central.  A part of my interview with Edith, an HCW who had worked 
both CHCs and Central explains this well:  
Actually, we are spoiled here at North and South. I’ve worked down at Mangilao 
public health in regards to our supplies and they’re very unfortunate. Yeah. So 
they have the staffing but they don’t have the supplies [laughs] […] It, it, it, it’s 
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 As a reminder, in this dissertation I will provide very few details about the HCWs I quote to ensure their 
confidentiality in what is overall a very large representation of the very small group of Guam HCWs working in 
sexual and reproductive health care. 
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because their service is very different. It’s not like ours that’s constant 
overwhelming.  
 
My experiences in Central shortly after this conversation rendered Edith’s description as 
very accurate.  There were significantly more patients at the North CHC, however double the 
regular providers at Central for providing women’s health care.  The reason for the low numbers 
of patients at Central was the fact that the services provided there are primarily for those who are 
uninsured, meet certain income requirements and are seeking very specific care.  The 
Medicaid/MIP programs actually capture a very large portion (37 percent) of the Guam 
population, who are then not qualified for Central.  Further, the CHC director negotiated faster 
processing times specifically for pregnant patients with Medicaid/MIP leadership, which took 
more patients away from the Central prenatal unit. 
The staffing issues at the CHCs are the result of the CHC’s continued connection to the 
Government of Guam’s human resources processes.  As Dan, an HCW explained: “The reason 
we have that is the GovGuam (Government of Guam) salaries are so low we can’t hire anybody 
at that price.”  Further inhibiting hiring providers was the lengthy process of hiring for any Guam 
Government position.  I witnessed this at one location, when a second nurse practitioner took 
nearly one year to hire.  This did not just impact providers; a nurse told me she was unemployed 
for three months because the commitment that she was hired and her actual official start date 
were five months apart.  Finding and keeping good providers is next to impossible in this 
environment.  The low pay issue is particularly salient for the lower-level HCWs, such as the 
medical clerks.  One day I was hanging out in their office when the clerks were gossiping about 
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the pay of one of the longest-serving clerks; after twenty years of service, she was making only 
$12.00 per hour.
71
   
This low-paying, short-staffed environment, particularly at the inundated North clinic, 
leaves staff on all levels feeling overwhelmed and overworked, wearing multiple hats, while 
patients face extremely long wait times and other deficiencies in care.  Even in Central, the staff 
are often assigned multiple tasks outside of clinical care—leaving them also feeling 
overwhelmed—even if they see very few patients.  Regularly, I heard this frustration: “More and 
more patients are getting scheduled so you should be able to see a lot today.  I keep complaining 
but they say help is coming.  Nobody else is here yet.” (Field Notes October 23, 2012).  Each 
and every HCW I interviewed suggested more staff when I asked what would improve their 
ability to provide care.
72
   
This short-staffing also resulted in the turning away of patients on a daily basis.  The 
phone is notorious for never being answered, likely a result of how overwhelmed the staff are in 
just processing patients.  Appointments are often completely unavailable anyway; if a patient 
does get through on the phone, they are often told to call back the following month, because the 
clinic schedule is full.    
This state of affairs is constantly changing for the CHCs however.  During my time, 
several staffing-related problems began to be solved.  New practitioners were hired, although the 
clinic still cannot not keep up with the demand—and not due to slow movement—these HCW 
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 Guam’s cost of living is equivalent to a mid-size city in the U.S. despite its small size of less than 200,000 people.  
For example, two-bedroom apartments are typically anywhere from $700.00 to $2000.00 per month.  Regarding 
food, a can of beans (about 97 cents in Tampa, for example) is about $2.59 in Guam, and imported fruit and 
vegetables are exorbitantly high (such as $8.00 for a carton of strawberries, much to my dismay).  Gas is about 
$5.00 per gallon.  Some reasons for the high cost of living include the cost shipping all goods (gas, food, etc.) into 
Guam, and the high stipends the U.S. military allots for housing, which drives the entire island’s housing costs up.     
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 This includes those from the “less busy” locations; I thought this was interesting but decided that their “slowness” 
is by comparison to North, which may have reduced my understanding of their many demands as well.   
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worked very fast and saw more patients in one day than I had ever seen in a clinic setting (until I 
went to Chuuk).  Further, the limited walk-in appointments now have an option for nurse 
screening, although patients may not always be offered that option, as I will discuss later in this 
chapter.  With good leadership, these CHCs are truly impacting and improving care for Guam’s 
medically indigent, but the constant overwhelmingly fast growing number of patients and very 
slow growing number of providers and support staff continue to create tension in the clinic.  
GUAM MEMORIAL HOSPITAL  
The third component of GDPHSS relevant to this study is Guam Memorial Hospital 
(GMH).  GMH is the only public hospital in Guam and is constantly suffering from funding 
problems likely exacerbated by the Government of Guam’s overall issues paying bills, which 
leads to supply and staff shortages and major quality of care concerns for Guam residents.  In 
fact, during my first visit to Guam (January 2011), GMH had no epidurals; the supply company 
refused to send more until it received some of its much overdue payments from the Government 
of Guam (Carrera 2012a; Sidell 2012; Taitano 2011).  During my time in Guam, GMH’s 
financial woes were a source of newspaper articles at least monthly (see for example, Carrera 
2012b; White 2012).  These problems are typically blamed on the 26,000 uninsured/self-pay 
patients GMH serves annually, which account for 35 percent of their “open” (unpaid) accounts.  
According to the Guam Memorial Hospital Authority, un- and underinsured patients cost the 
hospital $30 million per year (Calvo 2014).  Often people associate all un- and underinsured 
residents with the COFA migrants.  Further, GMH is inundated with all of Guam’s non-military 
patients as it is the only civilian hospital on-island; some of this pressure will be alleviated with 
the opening of a private hospital in October 2014. 
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I did not conduct ethnography in the hospital, but will present a brief summary of the 
interaction between the clinics (Central, North, and South) and GMH, and perceptions of GMH 
from HCWs and patients, as the majority of women I did follow were pregnant and thus 
completed care by giving birth at GMH. 
During my time at the clinic, I observed nurses and providers regularly make comments 
about GMH (providers) not listening to them and referenced troublesome quality of care for 
women, connoting tension between GDPHSS clinics and GMH.  Some of these nurses worked 
part time at GMH, so they were often speaking from experience.  For example, pregnant women 
who wanted a tubal ligation were told to “hope for labor during the week, so they can have it all 
at the same time,” (Field Notes, March 19, 2013) just as those who wanted natural childbirth 
after a previous cesarean were told “let’s hope you go into labor on the weekend so the doctors 
take longer to get there and be impatient” (Field Notes, March 12, 2013).  Almost weekly, I 
witnessed providers sending their patients to GMH with a “prescription” to be admitted because 
of concerns with pre-eclampsia or other pregnancy-related complications.  Each time, I heard the 
providers say “I’m not sure if they will admit you because they don’t always listen to me, but 
give them this and tell them to do this” (For example, Field Notes from November 13, 2012, 
April 23, 2013 and January 12, 2013).  It was concerning that the communication between 
GDPHSS and GMH was so strained given the large number of patients seeking prenatal care 
through GDPHSS.  One particularly horrific example when I was in the clinic was when the 
provider expressed concern and did all of this: this provider wrote the prescription, explained 
that the patient should go immediately to the hospital, and called GMH to inform them the clinic 
was sending her over.  The patient went and was sent home with some drugs.  She went back the 
next day because she could not feel the baby moving, and the baby was dead.   Rumors of these 
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events were commonplace among the community, but this particular story I watched and heard 
from the patients and providers themselves.  I must qualify this description and explain these 
sentiments and stories are common in hospitals across the U.S., but the difference in Guam is 
that this is the only hospital available to civilians.  The isolation and small size of the island, plus 
the fraction of U.S. spending on Guam’s health care leave Guam’s indigent residents with no 
other option.
73
  More discussion of the possible differential treatment of Chuukese women will 
be presented further below. 
FINDINGS: GETTING IN AND BEING THERE  
The preceding section of this chapter provided a backdrop and introduction to Guam’s 
public health system, the clinics in which I conducted my ethnographic work, and GMH.  The 
following sections will specifically address key themes I discovered in these clinics.  These 
findings are presented in the context of two overarching themes.  First, getting in is quite an 
obstacle for patients. Several subthemes addressing barriers to accessing care emerged and will 
be discussed, including transportation, insurance, backed up appointment logs, and fear of 
navigating the system.  Once patients do get in, I focus on how patients and HCWs experience 
the clinic.  This overarching theme addresses language issues, but also the everyday 
interactions—both positive and negative—that shape patient experiences in the clinics.  Again, 
these results are presented as a compilation of the three clinics in order to protect confidentiality 
of HCWs at each location.  
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 There is a birthing center that accepts a small number of Medicaid and MIP patients after they’ve completed a 
minimum of four prenatal visits at GDPHSS.  Further, as I write this, a private hospital and entire ‘medical city’ is 
being built in Guam (http://www.themedicalcity-grmc.com/).  
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GETTING IN: ACCESS TO GUAM’S PUBLIC HEALTH CLINICS  
Despite the fact that part of this study was conducted at the clinic and focused on women 
who eventually did gain access to services, several barriers to access emerged.  Structural and 
economic issues impacted care such as transportation, insurance, appointment availability, and 
discomfort with the system; social and individual factors inhibited care, such as concerns for 
privacy.  Each one of these barriers will be discussed in detail below. 
Transportation 
Transportation was by far the most prominent barrier to care described by both HCWs 
and Chuukese women in the Guam community.  Often a large family will have one car, usually 
driven by the wage-earner(s).  This makes any transportation difficult during the wage earner’s 
working hours.  Even with access to a ride from a relative or friend, gas is very expensive in 
Guam ($5.00 per gallon for regular unleaded at the time of the study) and people generally need 
money to offer the driver.  Mike (HCW) and every other HCW I interviewed saw this as the 
number one barrier:  
…and then we have the […] ones who got transportation problems you know, 
sometimes the only vehicle in the extended families is the one that takes the wage 
earner, or whatever and so, so and even when they come here, they might get 
dropped off and be here for hours, so transportations a big thing. 
 
Further, taxis are not an option, as the prices are set for tourists and cost $50.00 to go less than 
20 minutes away.  Guam does have a public transportation system, but it is notorious for being 
unreliable and slow.  Some women resort to this anyway if it is their only option.  My time in the 
clinic highlighted how much this issue impacted their access and experiences. Each day as we 
got closer to noon, women with morning appointments grew increasingly anxious while waiting 
to be seen.  Similarly, as the day got closer to 4:00 pm women were checking the clock and 
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asking about the wait out of fear of missing the bus.  The bus only goes to this clinic three times 
per day: once early in the morning, sometimes arriving before 8:00 am (but sometimes much 
later), at noon, and at 4:00 pm.  If they miss this bus, the women often have no way of getting 
home.  The HCWs recognize these problems with the transportation system as well:  
Rebecca: Yeah I think the transportation is the number one problem. 
Sarah: Ok. 
Rebecca: There's some patients that they're taking the transit. And they come 
here and they miss the appointment. 
Sarah: Ok... 
Rebecca: Cause it takes, it can, the, the uh transit is not on time. 
Sarah: Ok, it's really unreliable? 
Rebecca: It can take like two hours, three hours in waiting. 
Sarah: Wow, ok. I've heard yeah I've heard some patients saying they got here 
like nine a.m. because they were afraid to wait any longer for the bus. 
Rebecca: Yeah, there are patients if their appointment is in the afternoon, they 
just come in the morning to be safe. And if they, there is no bus between 
lunch and the afternoon, they just, they rather catch the early transit in 
the morning and just wait here. 
 
My field notes are full of references to these anxious encounters as women feared missing their 
appointment or missing the bus because of the appointment.  Further, as Rebecca described, this 
transportation barrier also limits the number of activities in which a woman can engage for one 
day, because a clinic visit can literally take the entire day if she has to use public transit.  The 
Governor’s 2014 address to Guam indicated that fixing the public transportation system is a 
major priority—hopefully alleviating this access issue—one day (Calvo 2014).  
Insurance 
When I started my ethnography of the clinics, I had intentions of learning about the 
basics of public insurance coverage.  Knowing it would be a barrier to care, it would deserve 
some attention, but I did not expect the insurance system itself to be so problematic and 
important for the daily clinic experiences of both HCWs and women, and to be a barrier to 
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access even in the public health system.  This barrier has several specific issues associated with 
it, which will be described in this section.  First, I will explain the types of public insurance and 
eligibility requirements.  Second, I will explain the process for obtaining Medicaid, MIP and/or 
the MCH program (otherwise known as the “blue card”) as experienced by HCWs and Chuukese 
women.  Finally, I will discuss concerns about the ongoing monthly process of getting “proof” of 
coverage.  
Types of public insurance 
Guam has Medicaid coverage for all U.S. citizens who meet income requirements, but 
also a program called the Medically Indigent Program (MIP), which covers non-U.S. citizen 
residents who are considered “medically indigent.”  MIP is the primary mechanism through 
which low-income Chuukese migrant women can be insured and seek health care services. MIP 
is a program specifically for non-U.S. citizens who live in Guam a minimum of six months.  MIP 
income requirements are actually a bit higher than Medicaid,
74
 but the six-month rule is a big 
inhibitor to women who have arrived in Guam recently or have returned to Chuuk for a visit.  
Those who do not meet certain requirements of MIP or Medicaid may also be eligible for the 
Maternal and Child Health (MCH) program, otherwise known as the “blue card.”  MCH covers 
pregnant women who have recently arrived, but the coverage is only for clinic visits and a few 
lab tests, not including delivery.  MIP and Medicaid recipients are only allowed to seek care at 
North and South CHCs (or private clinics if they can get in); MCH recipients are allowed to go 
to Central or North CHC depending on their home village and risk factors. 
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 Guam uses the Hawaii-approved Food Stamp Tables to determine eligibility. A family of four net monthly income 
can be up to $1,921.00 ($23,502 per year) to be eligible for Medicaid, while a family of four net monthly income 
can be up to $2,221.00 ($26,653 per year) to be eligible for MIP (FY 2013 Food Stamp Program Tables).  
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Process 
While the existence of this public insurance system in Guam is more comprehensive than 
in many states, obtaining coverage under it is a process that is understood by few and attempted 
by many.  First, in order to get Medicaid or MIP, the applicant must fill out a very extensive 
form about everything in their household.  I thought it was long the first time I saw it, but it was 
not until I attempted to help a woman fill hers out that I realized how intimidating this form 
really can be.  After my first interview with Pamela, we were chatting about her pregnancy and 
her coverage.  She lost MIP coverage a few years prior, because she did not follow through on a 
requirement requested through the mail.  Having recently been left by her husband who always 
completed their paperwork, Pamela appeared to be very intimidated by the process.  I said I 
would be happy to help her fill it out.  My field notes from this day express my exasperation at 
this task:  
I said “Do you have the application?”  She said “Yes, but I haven’t filled it out.”  
I said “Well you want me to help you fill it out?”  She said “Ok!” and ran off to 
her room to find it. So then we went through the application.  That thing is 
complicated.  I didn’t get what half of it meant.  How are ESOL speakers 
supposed to figure that out?  I helped her a lot, but she has to collect some 
documents to turn it in.  She was still hesitant to go to the office, so I offered to 
meet her there.  She jumped out of her chair with joy.  Of course, how am I 
supposed to help when I don’t even know what to do?  But I know she’ll be more 
comfortable accompanied by a primary English speaker whose face is recognized 
in the clinics.   
--Field Notes, May 10, 2013 
 
This truly was a confusing form.  While I helped Pamela fill out plenty of questions, there were 
others I would have gone to the MIP office to ask for clarification.  However, a medical social 
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worker informed me the office was not allowed to help applicants (due to assumptions about 
conflict of interest) so they have to meet with the medical social workers if they need help.  That 
Tuesday I went to the clinic to meet Pamela, but she never showed.  The next time I saw her, she 
apologized profusely.  She did not have bus fare, and she did not have a load
75
 on her phone to 
call me (or else I would have given her a ride).  Pamela often did not have $1.00 to her name, 
which is how much the bus costs each way.  Thus, as this case illustrates, the transportation 
barrier does not just inhibit access to care; it inhibits access to insurance to get care.  
If Pamela had made it that day, that would be only the first step in a very lengthy process.  
The first day a person turns in their application and any “proof,” such as the immigration 
documents, proof of residency from village mayors, bank statements to show income 
requirements, et cetera.  Once this is submitted, the applicant is instructed to wait for a letter in 
the mail.  This letter will determine if there are missing documents, or indicate a time and place 
the applicant is requested to come in for an interview.  After the interview is complete, applicants 
are expected to wait for another letter in the mail which will confirm eligibility or request more 
documents.  The wait time for all processing is officially 30 to 45 days, but patients and HCWs 
told me it often takes much longer.  When I asked one HCW, Ella, she said “It’s a long process.  
It depends on their caseworker though.  Cause you know they all have, like, what letter to this 
letter, it’s under this one (laughs), yeah, so it depends.”  I followed up: “So are you saying you 
notice some care workers process it a lot faster than others?” Her response: “Yeah. Yep.”  
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 A “load” is a term to reference loading minutes on the phone. Guam uses SIM cards for cell phones like most of 
the world (excluding the U.S.) and most low-income residents of Guam choose to do pre-pay. They can buy $5.00 or 
$10.00 cards at the gas stations to “load” their phone with minutes when they have the money, and it won’t ring 
when they don’t.  This was also a barrier to getting in touch with women! 
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Another HCW, Rebecca said she is approached for help by women sometimes after they have 
heard nothing for three to four months.  My surprise made her continue:  
And more.  Some they’ve been waiting for more than seven or eight months, and I 
just kind of advise them to go just follow up with their, uh, caseworker, and they 
have, they have hard time with the case worker.  They always reject them, or you 
know whatever when they go to the counter, they say the—the case worker is not 
there, she’s out, they will just leave a message, or they have to come back.  
 
A third HCW said she insists that all her patients get the name and number of their caseworkers 
to follow up regularly, because it can be so difficult to get through the phone lines for applicants 
and she wants to be able to call their boss and report the caseworkers if they are unresponsive.  
Women I interviewed and patients I interacted with expressed very similar frustrations.  As 
Jessica explained to me, applying for coverage is a very difficult process and, as she reported, the 
staff are not helpful.  She told me this after complaining that her MIP was unexpectedly 
cancelled mid-year, making it impossible to obtain employer-sponsored insurance until open 
enrollment: 
Jessica: Yeah, that one very hard. Very hard time for… 
Sarah: They give people a hard time? 
Jessica: Yeah, they really give.  Sometimes the people [Chuukese migrants] get 
mad at that. Because sometimes they don’t really respect them, you 
know?  Only the ones who really know, that’s where they take care of 
them. Yeah especially us, the Chuukese.  They don’t like us. 
Sarah: Yeah?   
Jessica: Whenever we go there, they really give us hard time.  They know that it’s 
hard, they say “You come back tomorrow” you know? I say “How come 
you said I come today but they, you know they reschedule it?” They say 
“No because of this for doctor” but, they’re just lying, sometimes they 
are.  Maybe they are just getting tired, right?  Of plenty to do and they 
say.  And when we give them one thing, they say “Another thing we 
need” that’s they make us like going back and forth.   
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MIP also requires renewal every six months, and when MIP recipients go off-island they 
lose coverage and the original six month clock to initiate coverage starts all over again.  One 
interview participant went home to Chuuk for her son’s death and subsequent funeral, and when 
she returned she found out her MIP had been cancelled.  
Fortunately, this complicated application form does cover many social services including 
the SNAP (food stamp) program and welfare which streamlines the process for receiving 
multiple social services.
76
 This streamlined process for all social services is a great step towards 
making the application process easier, but when clients are not respected, told to come back 
several times, and told to show up for appointments that are then cancelled, it becomes nearly 
impossible.  Jessica was not the only person expressing these sentiments either.  Every woman 
who brought up this office as well as several HCWs described the staff as unfriendly and 
unhelpful.  Chuukese women felt it was because they were Chuukese, adding to their feelings of 
discrimination and marginalization.  Margaret Hattori-Uchima’s (2013) recent dissertation on 
health disparities of Chuukese women found a similar concern with the poor treatment of clients 
at the MIP/Medicaid office.  The paranoia expressed by Jessica (“maybe they’re lying”) was also 
described by Margaret Hattori-Uchima.  However, this paranoia is not unfounded.  Certain 
caseworkers have reputations for putting the migrants’ cases on the bottom of the stack to 
purposely slow the process.  Rumors or not, the community sentiment is that these caseworkers 
are making it as difficult as possible for migrants to access MIP and other forms of social 
services. 
                                   
76
 Food stamps and welfare are not available for COFA citizens, but often there are children in the household who 
are U.S. citizens and therefore eligible. 
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Further, applicants are asked to show up and then they are not seen, as Jessica 
complained.  This issue was one I witnessed continuously not just with this office but also with 
Guam Housing and Urban Renewal Authority (GHURA); they send out letters with specific 
times people should show up without first inquiring about their possible work schedules, which 
created problems for some women at work.  Jessica’s boss, for example was frustrated with the 
many days off work she had to take for GHURA or the MIP/Medicaid office, and I personally 
had several interview cancellations when GHURA officials sent letters to women requiring that 
they be home and available for inspection during the entirety of a three-day period.  Programs 
like GHURA are intended to provide support while people work toward becoming financially 
stable; in the case of GHURA this is in the form of low-cost or free housing.  Such requirements 
to miss work which reduced paychecks and sometimes angered bosses thus seemed contradictory 
to the overall GHURA or other social services missions.   
Once an applicant has persevered and obtained MIP coverage, they receive “proof” of 
coverage in the mail every single month.  Without this updated proof each visit, a person cannot 
get services.  Yet, the monthly proof has a history of arriving the second week of the month, 
inhibiting care for one week per month all through the year.  The clinics were quiet with several 
no-shows the first few days of every month because of this issue.  When I inquired about this 
with HCWs, they expressed their frustration as well.  As Dan explained:  
Well, I mean the whole system is broken.  Um, they, they refuse to recognize that 
they are an insurance company and that they’re bound by HIPPA rules and 
regulations, you know. I continuously threaten them.  I, every first of the month 
we have people that come in without their Medicaid/MIP cards which means that 
it makes it difficult for us to provide service for ‘em. Uh, and it’s really difficult 
for the lab and the pharmacy to provide service for them[…] that means that we 
can’t do a pap smear because we have to send it to the lab, um you know there’s a 
lot of you know, can’t write for drugs, well you can write for drugs but might as 
well not […] I mean it’s just a real hassle and you know?[…] Under HIPPA law 
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if you are an insurance company you ought to be able to call an insurance 
company and find out in a reasonable time which is five to ten minutes whether 
people are covered or not and get, you know, some kind of documentation of that.  
And you just can’t do that, you know? They don’t answer phones, you have to call 
a direct, call the head of the head of the operation in order to find out anything 
and it’s ridiculous.  And it’s so easily solved you know, I mean that’s just do your 
job!  
 
Dan expressed further frustration with this “mailed proof” system because of Guam’s postal 
situation.  In Guam, people do not generally receive mail in their homes, as the postal mail 
system outside of P.O. boxes is very unreliable.  Thus, most everyone has a P.O. Box which has 
an annual fee attached to it, and there is a finite number of P.O. boxes available.
77
  Most migrant 
families have one P.O. Box address for ten or more people.  So, if the keeper of the box has not 
checked the box, is off-island, or has not informed their family members they received mail, they 
may not know they received documents.   
During my time in the clinic, administrators were constantly trying to work with this 
office to improve the situation.  For example, the medical director of the CHCs convinced the 
Medicaid/MIP office to provide lists of covered people each month to solve this problem.  
However, I am not sure this solution has reached its full potential, as I still saw people turned 
away.  If attending the North CHC, patients can get proof of coverage at the clinic since a 
MIP/Medicaid office is housed there.  However, when I followed a woman there after she 
showed up with no proof of coverage, I learned first-hand that the wait times are often so long 
people miss their appointment anyway.  Thus, HCWs do not encourage patients to arrive for 
their medical appointment with intentions of getting their proof of coverage that day unless 
patients can get to the clinic at least an hour before their appointment to wait in the 
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 It took me two months to secure a P.O. Box close to my work when I arrived in Guam, as the one close to my 
home has a six month waiting list. The only open boxes when I arrived were in the main facility. 
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MIP/Medicaid lines; this adds an additional hurdle when considering women’s limited 
transportation options.  
The “blue card” for the MCH program is much easier to obtain.  This card is provided to 
a woman upon confirmation of pregnancy and reporting of her income.  Once a pregnancy is 
confirmed, social workers sign patients up immediately.  However, coverage is minimal and the 
program is available only to pregnant women. 
The final option is private insurance coverage, which several women had obtained 
through employers at some point while living in Guam, but only one woman currently held when 
I conducted interviews.  Several private insurance companies provide services to employers in 
Guam, mirroring similar plans to U.S. state private insurers.  CHCs will see patients with private 
insurance but there are few privately insured patients who attend the CHCs.  Guam has several 
private physicians to choose from for privately-insured individuals, and as I will discuss further 
below, women sought more care when privately insured. 
Coverage 
These four options for receiving care: Medicaid, MIP, MCH, or private insurance were 
also stratified in their particular coverage.  While following people in the clinics, I would often 
see tests being taken out of charts because they were not covered under a particular program, or 
patients being told that they would have to pay a co-pay in order to receive a particular service.  I 
wondered how it all worked.  What I learned is that the details of coverage for MIP vs. Medicaid 
vs. MCH are all different.  The medical records clerks told me that the coverage for 
MIP/Medicaid changes weekly and nobody ever tells the clerks until they have processed 
patients for the day.  Coverage is important information because this coverage determines what 
tests and shots to include in charts prior to sending patients to see providers.  
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The first and best option is Medicaid.  Very few services provided under Medicaid at the 
CHCs have co-pays.  I was told none did, but then I witnessed patients paying $12.00 for a 
certain shot and imagined that was one of those recently “not covered” items.  Otherwise, all 
blood work, STD/HIV testing, family planning, and pap smears are covered.  Pregnant women 
referred out for ultrasounds have to pay about $22.00, which can be high for some, but is much 
cheaper than the self-pay price of $150.00.  Additionally, some providers in the community take 
Medicaid, although according to CHC providers, there are only a few providers who do so and 
most have small limits of allowable Medicaid patients. 
The next best option would be MIP.  It covers ultimately the same services as Medicaid, 
except patients more frequently have co-pays for several of their services.  This co-pay is often 
small, such as six or seven dollars,
78
 however HCWs indicate that many of their MIP patients do 
not even have the two dollars for the bus fare, let alone this much for medicine, shots, or labs. 
Some patients will not show up for appointments when they don’t have enough to cover copay, 
or if patients do show, HCWs will postpone certain tests or shots scheduled until the patient can 
bring the money required.  This choice of the government structure to allow Medicaid more free 
services while expecting MIP recipients to pay a small amount creates a scenario privileging 
certain groups (i.e., American citizens), indicating a stratification of deservingness among 
policy-makers.  Moreover, as it was explained to me, copays for MIP recipients are a way to get 
back some of these “burdensome” costs.  In terms of private clinics, HCWs explained that MIP is 
much less likely to be accepted because of the slow reimbursement process and low 
reimbursement rates, leaving women with no other option than the CHCs.  Interestingly, neither 
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 I have inquired with the MIP/Medicaid office about their decision making in terms of coverage, co-pays and 
perhaps a coverage and copay schedule for each, but so far, I have not received a response.  
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program offered long-acting reversible contraceptives (LARCs) such as Intra Uterine Devices 
(IUDs) or arm implants like Implanon©, despite many requests from patients and providers.  I 
heard two different stories as to why they are not available from providers and administrators: 1) 
the manufacturers will not work with Guam CHCs (for reasons unclear to me and the 
participants who informed me of this) and 2) Medicaid/MIP does not cover LARCs.  Not 
surprisingly, my calls to Medicaid/MIP offices to verify the second claim were not returned. 
The final insurance option for women—but only pregnant women—is the MCH program 
or the “blue card.”  This card is the easiest to obtain but covers the least amount of services.  It 
covers some of the standard blood work and other tests associated with prenatal care, but not 
nearly as many as MIP and Medicaid.  The MCH program also covers different things depending 
on which clinic the patient is assigned to (a determination made by geographical location and 
risk factors, but also seemingly fluid enough to accommodate patient requests).  South clinic 
does not take the MCH program, so patients must drive (or transit) to Central or North for 
services.  
Although all the clinics fall under DPHSS, Central is the more traditional “public health,” 
while North and South are CHCs.  CHCs only take insured patients including MCH, Medicaid, 
and MIP, while Central takes uninsured patients, but including MCH.  MCH is somehow 
considered insurance but for the uninsured; yet another confusing conclusion I came to after 
asking several HCWs and social workers what it meant (and by the answers I received I am not 
convinced they knew).  When attending Central—because it is public health—all services are 
free.  However, as previously described, Central’s lab services change from week-to-week as lab 
machines break or run out of materials necessary to conduct patient labs.  So, when a woman 
comes to Central she is told to expect to pay anywhere from $40.00 to $140.00 for lab tests that 
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she will have to physically drive to a private lab company after they are collected.  The North 
clinic however has a fully functioning lab system and covers MCH, so clients assigned to North 
get their labs taken there with a smaller fee of $39.00 plus co-payments for the shots, which still 
may be high for women with such low incomes.  Often, they have to return when fasting though, 
so transportation may also inhibit access to labs even when available on-site.  Both CHCs still 
require co-pays under the Medicaid and MIP programs, so all patients in the system may be 
required to arrive with at least some money.  Further, pap smears, ultrasounds, and delivery are 
not covered under this program.  Those who qualify for MIP often get MCH while waiting for 
MIP to be processed. 
Alternatively, those with private insurance have many more options in Guam.  My 
interviews with Chuukese women elucidated just how stratified the public versus private options 
can be for their access to care.  Of the women I interviewed, several had private insurance 
through their jobs at some point during their time in Guam although at the time of interview only 
one woman had such coverage.  Without prompt, several women answered my question “have 
you ever gotten a pap smear” by saying something like “yes, when I had private insurance, I 
went to a private clinic.”  Some women continued getting well-woman exams after losing private 
insurance, but their initial experience was with a private clinic.  Whatever drew women to seek 
more care in the private arena deserves further investigation.  If I were to speculate, I would 
imagine it is the more comfortable, quality environment private doctors provide that improved 
access for this community, and the privacy offered by going somewhere not inundated with 
people women may accidently run into when seeking care. 
 
 
183 
 
The Trouble With Getting In 
Provider availability 
Provider availability is also a significant barrier to care.  During my first few months at 
one clinic, only one provider was available regularly to see clients.  The clinic was forced to turn 
away many appointments, and chose to focus only on prenatal care visits, asking all other 
women to call back the following month (each month).  At one point it got so busy at the clinic, 
that even some pre-natal patients were unable to be scheduled.  When this clinic obtained another 
provider, the schedule was still backed up over a month, unable to meet the demand despite a 
very large patient load each day.  A third provider was soon to be hired.  As soon as that clinic 
began to catch up somewhat, another clinic lost one of their primary providers and also started to 
have to turn away patients.  Given the (minimum) six months Government hiring process and the 
low pay inspiring turnover, this provider availability problem—even when solved by adding 
another—is a temporary solution to a larger  issue.  If patients cannot be seen, are told to call 
back, are scheduled two months out, and so forth, provider availability severely inhibits access to 
care.  One HCW, Maria, explained this to me in the context of late entry to prenatal care:  
Maria: Yeah.  Um, for Chuukese women, more on the second, like third we do get 
like the third trimester where they're almost about to give birth, but I think 
it’s mostly because of our schedule, because we’re like so […] we're 
scheduled so far ahead that they don't get a chance to come in early and 
because we have not that much provider […] I mean, they would come in 
to see, to come here for pregnancy test but you don't get scheduled a 
month after.  I mean we do like, you know we give the vitamins and do 
labs and whatnot, but they don't actually see a doctor maybe a month 
after, yeah because of the schedule. 
Sarah: Ok, ok so there's some trouble there. Um, and do you, ok so working here 
you don't really see it, do you hear of, of women frequently going to GMH 
with no prenatal care? 
Maria: Yes. Um, lately, because, um, I mean maybe like a handful where they 
would come in close to their due date and then we only see them one time 
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and then we receive calls from GMH to get their records faxed, but it’s 
kinda useless because the, the part where the labs, its empty. They didn't 
even get a chance to do the labs yet. 
 
According to Maria (and several other HCWs with whom I spoke), Chuukese women seek care 
later in their pregnancy anyway, and because of the provider back up they receive care even 
later, sometimes so late that the chart is useless for hospital providers.  Pregnancy tests are also 
very difficult to obtain, and this is the first necessity to access the clinic for prenatal care.  One 
must do a pregnancy test either there or elsewhere to get an appointment, yet only two to three 
patients were seen each morning and afternoon for these pregnancy tests.
79
  Patients would come 
back several days in a row just to try to be seen.   
Without prenatal care and especially the lab work, the hospital will not know the 
woman’s possible risk factors such as gestational diabetes, pre-eclampsia or other dangerous 
pregnancy complications common in Guam.  This blending of individual and structural factors 
inhibiting care likely contributes to more cesarean deliveries and increased complications during 
pregnancy and birth. 
The phone is useless and the lines are long 
Regardless of provider availability, it is also very difficult to get through the phone 
system.  HCWs and patients alike expressed this concern, such as Maria (an HCW):   
When you do try to call, our number too, our phone system, it’s really hard 
getting through, I mean I wouldn’t try to call myself. It’s hard for them to go 
through, in a way since we transferred here now we have a direct number but not 
everybody knows that, so.  
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 I was told this number has increased to five or six since I left. 
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What Maria was alluding to was the siphoning off of the women’s health clinic in order 
to alleviate much of the long waiting times for that particular portion of the clinic; this was 
another solution-oriented change made while I was observing in the clinics.  However, it 
generally takes a first visit for people to learn there is a direct line they can call.  This is a useful 
direct number for those who may be late or need to reschedule, but it does not solve the initial 
access issue nor does it make it easy for HCWs to call in to work, as the HCW Jonas told me: 
Well for everyone I think they could improve by making sure they have enough 
personnel answering the phone, ya know?  People call in there and they get put 
on hold or they get sent to a voicemail and then they’re told that they’ll be called 
back and nobody ever calls them back, and a lot of these people are very 
dependent in their way of thinking, and so when they, when they’re told that 
somebody’s gonna call them and nobody does they might come in there later and 
their illness is advanced and they say “Well, it wasn’t my fault!  They just said 
they were gonna call and they didn’t!”[…] They should be able to […] somebody 
should be able to have the phone answered, almost every time.  And here it’s the 
other way around it’s rare that somebody actually answers the phone […] I don’t 
even like to call. 
 
Jonas’ sentiment was a common one expressed by both HCWs and patients, which is why 
patients often choose to show up to make appointments, but then would often wait all day 
without getting seen.  In fact, one HCW told me people will wait in line all day just to make an 
appointment.   
“They Don’t Know How” 
Not understanding the system was another important theme related to access.  Several of 
the women I interviewed actually did know how to navigate the system, but told me stories of 
cousins and other family members who did not, like Jevlyn:  
I was thinking I’m like, I have one cousin. She, she’s pregnant but I, she’s not 
staying with me but sometimes they come visit me.  But I asked her did you go 
check, check up?  She said “No.” I said “Why?”  “Because I don’t know how.” 
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Another woman I interviewed turned my interview with her around when I asked her if 
she ever got Pap smears or STD testing (after a long conversation about her husband’s affairs).  
She told me she had never been tested, despite being in Guam for ten years.  When I probed what 
held her back, she said “It’s just that I don’t know where to go.”  I briefly mentioned that there 
was free testing at both North and Central and started to move forward to my next question.  She 
said “Wait, where do I go?  I want to know if I have infection.”  I stopped and explained more 
details about the clinic hours and so forth, and that I could give her the phone number.  She said 
“Will MIP cover that?” I explained that STD testing is free and yes, MIP will cover a Pap smear.  
She said “Well I’m going to take off work and go!”  Before I dropped her off that night, she 
reminded me about getting the phone number, and knowing about the unanswered phone lines, I 
gave the direct number to one of the women’s health nurses.  Her story represents not only the 
women who do not know about these services, but are eager to access them.  
One patient I followed had another baby because she did not know how to navigate the 
system to obtain a tubal ligation.  My field notes from her clinic visit reflect her dismay:  
He [HCW] started looking at the chart, and he said “So do you want to have 
more babies after this?”  She [patient] very quickly and adamantly nodded no, 
very sure.  He looked through her older charts and said “We talked about this last 
time, correct?” She said “I forgot the paper so they wouldn’t do it.”  He laughed, 
she laughed. He said “Ok well if you forget next time, then come see me and we 
can do an outpatient procedure, ok?”  I’m not sure she understood but it was 
really important to mention since she got pregnant because she didn’t know last 
time.  
--Field Notes March 5, 2013 
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The paper this patient was referring to is a waiver form required in all U.S. jurisdictions 
describing the permanence of the procedure, which is required to be signed at least thirty days 
prior to obtaining a tubal ligation.  This particular patient did not appear to realize that she could 
get the tubal ligation weeks or months after her previous birth if she had just brought the waiver 
form back at another time.  Her adamant “No!” response indicated to me that this was very much 
an unwanted pregnancy, as she had decided during her last pregnancy that she no longer wanted 
to reproduce.  Perhaps if she had known that tubal ligations can be performed anytime, she 
would not be in this predicament.  
The very concerning side of this is women who seek care too late and suffer great 
morbidity or death from a lack of knowledge of the system.  HCWs told me stories of women 
coming in for problems entirely too late, some of whom had advanced cancer or other fatal 
conditions by the time they arrived.  I had a similar concern when Norita told me about her 
cousin.  Norita and I developed a close relationship and she would often ask me advice on sexual 
health related issues for her close cousins.  My notes from one occasion describe the scenario:    
Norita had a few questions for cousins of hers today.  One of them was about her 
bleeding for one year.  She [Norita] said she [the cousin] was 38 and literally had 
a period for one year; some days chunky, some days spotty.  She said she’s really 
sick of it and on top of that she hasn’t been feeling herself lately.  Norita said 
“Well then you need to go to a doctor!”  I said “Why do you think she hasn’t 
gone yet?”  She said “I don’t even know.”  I said “Do you think it is because she 
is scared?” She said “Yes, maybe.”  I said “Is her English good?”  She said 
“No.” I said “Maybe you should call for her?”  
--Field Notes April 10, 2013   
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We continued to talk about this cousin, and others, who feared the system itself, the language 
barrier, and the possibility of bad news.  I had great concern for this cousin because most of the 
clients who went to the clinic after bleeding for a year (there were several stories I learned from 
HCWs) ended up having advanced cancer cases.  Norita had experience getting well-woman 
exams however, which is why at the time I suggested she help her cousin take the initiative. 
While Norita’s story of her cousin was more complex, all of these stories point to the 
need for not simply education, but clarification of clinic services and processes.  Scholars 
(Haddock, et al. 2008; Haddock 2010; Hattori-Uchima 2013) and HCWs suggest education of 
the importance of prenatal and other preventative care is what is needed to get women to seek 
care at the CHCs, but these women’s stories demonstrate that ignorance of the importance is 
often not the issue; it is confusion and fear of a confusing system.  In fact, as a native English 
speaker with experience working in publicly funded clinics, even I was intimidated and confused 
about the clinic processes for several weeks into my field work.  Further, it took me several 
months to get into the clinic because I was attempting through the phone.  The clinic is a 
confusing space and there are many steps required to receive care.  These women’s and HCW’s 
stories inspire a call for more information and referrals for how to obtain specific services 
available through the public health system, including CHCs.  
Scared to Face Providers if “Homework” is Incomplete 
Another interesting aspect related to access is the fear of facing providers when patients 
do not follow through with their prescribed lab work or some other request.  Women specifically 
told me they missed appointments because they had not had the time or the money to get their 
lab work completed.  It seemed as if women did not want to get scolded and preferred instead to 
stay home.  Lab costs can be very high and prohibitive for those women—especially those with 
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the MCH program—and the time and transportation required regardless of cost can be 
prohibitive even when the labs are free or inexpensive. 
On a few occasions, I witnessed dialogue about this between patients and providers.  The 
provider would ask why the woman had missed appointments and the patient would explain the 
labs were not done.  The provider would first remind the women that they should still come to 
check the baby’s heartbeat, their blood pressure and other parts of prenatal exams even if they 
cannot get the labs completed.  Some providers would then lecture the women on the importance 
of getting those labs; likely the exact lecture women were avoiding and cannot control when the 
labs require money, transportation, and/or time that is unavailable. 
Life is Busy 
A relevant theme for this population is also that life is simply very busy for Chuukese 
migrant women.  While some women are working, those who are not are often taking care of 
several family members’ children when they work.  These communities collectively help each 
other and the burden of care for both children and elderly family members falls squarely on 
women.  Thus, women are often at the public health clinic, but not always for their own needs.  
As the literature from Hawai’i depicted (see Chapter Two), women’s family needs always come 
first (Aitaoto, et al. 2009; Hattori-Uchima 2013, Wong and Kawamoto 2010).  For example, one 
woman who was frequently in the clinic to accompany (and translate for) three different young 
women (nieces living with her) was scolded by a provider one day for missing the patient’s last 
appointment.  She apologized profusely.  When the provider stepped out of the room, this 
woman told me her sister died during that week (of the appointment) and her family simply had 
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too much to do with the novenas
80
 to bring her niece to her appointment.  She then continued to 
share her stresses, in particular that there simply was not enough time in each day to take care of 
all her nieces, her own family and her elderly in-laws, and she was unbelievably tired.  This 
woman had not been to the clinic to get her own health checked in years despite attending 
regularly as a translator for nieces (Field Notes, February 15, 2013).  
Transience and Changing Phone Numbers      
The community’s transience is another significant access barrier in terms of follow-up 
care.  Patients are not required to change clinics when they move out of a certain village, but 
when their home phone numbers and addresses change, HCWs trying to reach patients encounter 
much difficulty locating women.  Calling patients is a particularly salient concern for clinic-
based HCWs.  HCWs frequently expressed frustration in trying to track down a person with 
several non-working phone numbers, and require a minimum of three numbers for new patients 
including “back up” numbers of family members not even living with the patient.  Even though 
most people in Guam have cell phones, numbers are frequently changed for people who use the 
pre-pay system.  In my experience, most Chuukese migrants use prepaid phones and sometimes 
will not have money to pay to “load” a phone for several months.  If there is no load, a call 
cannot go through, and after three months cell phone providers cancel the phone number to give 
to a new customer.
81
  Further, one phone is sometimes shared among several family members, 
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 Catholics in Guam practice a Novena (nine-day) funeral practice (often called a rosary), which is followed by an 
additional Novena after burial for close family members of the deceased.  During this time, extended families arrive 
at the deceased person’s house each night (around six p.m.), eat dinner, visit and say prayers for the deceased.  
Families are usually at the Novenas up to and sometimes past midnight. The immediate family of the deceased 
provides the bulk of the food, but extended family members bring food as well. Although Chuukese Catholics 
typically bury the body three to four days after death in Chuuk (if travel logistics do not delay the burial when the 
person dies abroad), I observed Chuukese Catholics in Guam adopting the nine day practice.   
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 After three months, the cell phone companies make the number available for new clients and when the previous 
owner has money to get a phone “load” they must buy a new SIM card (usually about $10.00) and get a new phone 
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some of whom may not relay messages to the patient.  P.O. boxes provide the most stability for 
reaching out to missing patients, and do not allow for privacy. 
In terms of the physical transience, people move for a variety of reasons, and move 
frequently.  Sometimes people are forced to move, for example when landlords do not tolerate 
large groups living in their houses or apartments.  Chuukese migrants live all over Guam, and 
sometimes families will also choose to move closer to particular family members or try a 
different village because it is cheaper, quieter, or closer to work or school.  Beyond moving 
around Guam and changing phone numbers with great frequency, migrants move further (i.e. 
Hawai’i or Oregon), move back to Chuuk, or “visit” a U.S. state or Chuuk; in my observations 
these visits can last anywhere from one month to years.  Thus, when many Chuukese migrants 
move, they disappear to many of the social service agencies until the migrant re-initiates contact.  
For the STD/HIV program that conducts house calls, transience is a particularly difficult issue 
since they often cannot send (sensitive) information to P.O. boxes.  Often, HCWs from the 
STD/HIV unit are left with no other option but to knock on neighbors’ doors asking about the 
client in hopes of gaining information about his or her new whereabouts, but are not allowed to 
indicate who they were or why they were looking for that particular individual because of 
HIPPA, creating—in their words—many “awkward conversations.”  
Transience and subsequent phone disconnections are barriers I can personally understand 
working with Chuukese women.  Of the ten women I interviewed presently living in Guam, 
Jasmine and Siera moved during the course of our interviews (to a new apartment in Guam), 
Pamela and Norita notoriously had no phone loads, and several other women occasionally had no 
                                                                                                                 
number.  In my experience, Chuukese women frequently change numbers for this reason, and give their phones to 
family members and never getting them back—eventually purchasing a new phone.   
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phone loads.  Further, Jasmine had no phone at all so I had to contact her relatives to get in touch 
with her.  In general, women were only easy to get in touch with if they worked (so I could call 
them at work), or used Facebook regularly, which was accessed sporadically through internet 
cafes and family members’ internet service or cell phones.   
Social and Individual Factors Inhibiting Access to Care 
The preceding factors impacting care dealt with structural and economic issues, and 
many that are specific to the clinic.  The following section will address some of the social, 
cultural, and individual issues that also prevent women from getting there. 
They are questioned, instead of honored for their high fertility 
Chuukese women’s high fertility rates are a constant source of focus in these public 
health clinics. Comments are made regularly regarding their choices to have several children and 
not use birth control, such as one HCW, Margot explained to me during our interview: 
Margot: We need to educate them that family planning is important […] that’s 
why you see right after they give birth after three months they are 
pregnant again. 
Sarah: So you think that education is important? 
Margot: You have to really, it’s just that sometimes she already is like older like 
right after she has like seven kids it’s like come on, seven kids already? 
Probably sometimes at three or four [kids], we try to put it in their 
mind that ok, life now is very hard, you need to plan. 
 
Comments from HCWs are also frequent regarding their decision to fly to Guam to have 
American babies and obtain food stamps, as Jonas explained during a discussion of late-entry 
prenatal care:  
Or they’ll even have had one or two visits at a clinic in Chuuk, and they, they’ll 
come here to have the baby so they can have the citizenship. 
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Rarely are deteriorating health care conditions in Chuuk described as a possible contributor for 
such migration.  Furthermore, reproductive and sexual health is synonymous with “pre-natals” 
for Chuukese women in this clinic.  My choice to study reproductive and sexual health made 
several employees think I was interested only in “pre-natals.”  The discussion of high fertility 
was noticeable at every level of the clinic, as HCWs talked about their frequent “repeat 
customers” who they “just saw in here nine months ago!”  The HCWs are correct, though, 
regardless of what I interpret underneath their responses: Chuukese women have very large 
families.  Having babies is a source of pride and power for Chuukese women (and men), and 
they do not change this just because they move to Guam.  
Some women seem to feel, however, that they are being judged.  One woman told me 
that a doctor scolded her cousin to stop having children while she was giving birth at GMH.  It 
was my impression that women internalized the messages like the GMH doctor’s scolding, 
which emerged in my conversations with women seeking care.  One patient, for example told me 
she was having her second baby just one year after her first.  She followed up with: “That’s bad, 
right? Too many too quick.”  The patients’ words came through as if she felt the need to scold 
herself in front of me.  Another woman told me she had three children and her current pregnancy 
was her fourth.  She hesitated, and said “I know, I need to slow down, right?”  I felt as if these 
women, among others, were politely telling me what they assumed I believed: they were having 
too many children.  This (perceived and real) attention to their fertile bodies may truly inhibit 
comfort accessing and experiencing the clinics.  Not all HCWs are derogatory about their 
fertility, but when bringing it up, sometimes women perceive it that way—likely a result of 
having experienced it before.  One HCW I followed regularly was actually more sensitive to 
women’s reproductive choices to have as few or as many as they wanted than any provider I had 
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encountered anywhere (including the U.S. mainland).  Yet, women would sometimes even close 
up to this provider when the subject came up, alluding to a larger (and accurate) perception of 
being judged and blamed.  Every day I observed this HCW, I would see some iteration of the 
following interaction:  
Once done [with the exam], she stood back up and he said “Do you want more 
babies after this?”  She laughed and shyly nodded yes, signaling some discomfort. 
So he said “Some ladies they say I’m done help me stop! I like when you have 
more babies it is business for me!” It was another one of those nervous 
conversations where he wanted to offer but didn’t want to show he was passing 
judgment, but she wasn’t sure what to make of it.  
--Field Notes, January 17, 2013 
 
Subtle interactions such as the preceding excerpt from my field notes above may or may not be 
connected to the hyper-fertility rhetoric for women, although I suspect so.  Even if I am wrong 
about this type of interaction, however, HCWs such as Jonas (suspecting citizenship) and Margot 
(lecturing women about family planning) are common enough to likely deter women from 
seeking care. 
Chuukese confidentiality 
Perhaps the most interesting barrier to care is specific to one clinic’s decision to hire two 
Chuukese staff.  This decision was made to improve interactions in the clinic and has been 
extremely helpful.  The strange and paradoxical finding here is that it both hurt and helped 
access to the clinic. 
As expected, women with whom I spoke both as they received services in the clinic and 
throughout the community expressed great appreciation for one particular clinic hiring Chuukese 
staff.  They felt more respected, safer, and thought it would be easier for Chuukese patients to 
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receive services.  Jevlyn, for example said “It’s good if Chuukese working here too.  Before, no 
Chuukese, we treated like, you know nobody wants to help us! (laughs)”  Yet, at the same time, 
and often coming from the same women was a desire to change clinics or avoid care specifically 
because there were Chuukese women working there.  It was not anything about the specific 
women hired, but a general consensus that Chuukese people do not respect the concept of 
confidentiality; therefore, the patients do not want other Chuukese people becoming aware of 
their medical information.  Jevlyn—the same woman who told me how good it was to have 
Chuukese people working at the clinic—expressed her concerns about this:  
Jevlyn: For me, right, when, when I saw those Chuukese, I really “whoa back up” 
right? Cause just for me, right?  I don’t feel good when they, translated if 
I have something… 
Sarah: Wrong? 
Jevlyn: Yeah. 
Sarah: Cause you didn’t want them to know your business? 
Jevlyn: Yeah I don’t really want, I don’t really want them to know my business.  
So that’s why, I don’t want, “whoa whoa” [laughs] 
Sarah: What about the women who don’t speak any English? 
Jevlyn: That’s the problem, right? Cause I hear it, some Chuukese they don’t like 
that too. 
Sarah: They don’t like other Chuukese there? 
Jevlyn: Yeah, they don’t like. They don’t like Chuukese to know their business.  
Yeah, that’s what happened, you know. 
Sarah: Ok, yeah.  So… 
Jevlyn: They don’t like it. 
Sarah: So it is almost just like better to have doctors and nurses that don’t, that 
are not Chuukese?  
Jevlyn: [emphatically and laughing] Yes!!! 
Sarah: Ok, so it’s better.  What about Filipino? Or Chamorro? 
Jevlyn: Yeah. 
Sarah: You don’t care just not Chuukese? 
Jevlyn: I don’t care, as long as not Chuukese [laughs] cause, I don’t know here, I 
don’t know now, but before, that’s what they say, before.  If, if they know 
my sickness, right? 
Sarah: mmhmm 
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Jevlyn: They go and, they go and tell everybody.  That girl she, the girl she, 
especially like AIDS right, I’m sorry for that [apologizing for saying the 
word AIDS] 
Sarah: Oh, no that’s ok. 
Jevlyn: That’s what they’re always, they make story about it. 
Sarah: Uh huh 
Jevlyn: All over it, you know? 
Sarah: Everybody knows? 
Jevlyn: Everybody knows. That’s why, you don’t… 
Sarah: Wait, those two specifically?  
Jevlyn: I don’t even know yet, those two I don’t know. 
 
In this conversation, Jevlyn brought up many important points.  Her friends and relatives are 
talking about not wanting other Chuukese knowing their business, and think of specific times in 
which people’s “business” was told.  I clarified with her about this, and she said not the women 
in Guam’s public health system, just historically Chuukese have not kept these secrets.  Further, I 
spent time with those who were hired at the clinics and believe they are very clear on respecting 
confidentiality.  A woman’s comfort, however, is based on her own perception of all Chuukese 
people, not my attestation that they do honor confidentiality.  This is something   Pamela’s case 
clearly exemplifies.  Unlike Jevlyn, Pamela was very insecure about her English skills (although 
I thought she was a strong English speaker), and so I thought she would be more comforted by 
the availability of translators.  I was very wrong, however, as this conversation demonstrates:  
Sarah: If you go up to [clinic], there’s two Chuukese working there, so if you 
don’t understand anything, they can explain it. They both work with 
pregnant women, so they are right there. 
Pamela: mmm. 
Sarah: So, it’s been really nice, um, that they can always, you know you are like 
“what’s that” they can explain so you don’t feel so lost. 
Pamela: I want to go to [other clinic] I don’t like Chuukese to know my… 
[laughs] 
Sarah: Oh, well they do, they have to keep it secret.  It’s confidential. 
Pamela: No secrets with Chuukese. 
197 
 
Sarah: [Laughs] So you go, well, [other clinic] is really nice. It’s no Chuukese, 
but it’s, clean and, so you will go there? 
Pamela: It’s not busy there, the same from [clinic] because transit.  I can transit. 
      
Pamela was willing to go out of her way to avoid the Chuukese translators, to the other 
clinic.  Moreover, she was what one HWC, Dan, called “smart Chuukese” as she was willing to 
go to the other clinic to get faster services.  
Despite her comments, Jevlyn also acknowledged that the language barrier is significant 
and must be addressed for those women with less English skills.  Neither of us came to a 
solution, except that those with English language skills are lucky not to have to choose between 
their sense of privacy and understanding their provider.  Through focus group interviews with 
Chuukese women, Hattori-Uchima (2013) also learned of this issue; her focus groups with 
Chuukese women living in Guam revealed that some Chuukese women do not want to seek care 
in an environment where another Chuukese woman may learn her private health information, yet 
often did not have the language skills to seek care in English. 
Other privacy concerns 
The sense of privacy especially as it relates to sexual and reproductive health topics was a 
barrier in other ways.  The stigma associated with the STD/HIV clinic, for example, prevented 
access to these much needed services.  Several interview participants specifically said they know 
about the STD/HIV room and people do not want to be seen going in there.  Essentially, the 
public health clinics have offices in open hallways in which other patients can easily see where 
patients are seeking care.  People fear being seen walking in or out of the room labeled 
“STD/HIV” by a possible relative or associate who happens to be at the clinic that day.  As one 
HCW, Rebecca told me: “Yeah, yeah this room is no good.  They should have a place where 
people don’t see.”  Further, a woman entering the women’s health area indicates to anyone who 
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sees her there that she is having sex, another thing that should not be displayed (see Chapters 
Two and Eight).  Interestingly, this stigma associated with STD/HIV testing and counseling 
specifically—I believe—is much more connected to the very thing attempting to stop them: 
stigma reduction campaigns.  Money pours into Guam and Chuuk for HIV outreach campaigns 
to reduce stigma.  Instead, it introduces the community to a “deadly” disease and, on several 
occasions, led my interview participants to describe HIV or AIDS as the only sexually 
transmitted infection they know, thus, associating all of “the STD Room” with people who have 
“that deadly thing.”  This is further discussed in Chapter Eight. 
Another issue for unmarried women is they often attempt to hide their pregnancy until 
close to delivery in order to avoid the family shame that will ultimately be brought upon them 
without a husband (see Chapter Eight).  Several girls went through the clinic who knew students 
at UOG or other women in the Chuukese community I knew, and after discovering this, would 
say “Don’t tell her I’m pregnant, it’s still a secret.”  One girl actually discussed going off island 
so her relatives would not find out about her pregnancy and talk about her.   
Another private matter is the exposure of the female genitals to any males other than their 
partners (Wong and Kawamoto 2010).  Just like in Wong and Kawamoto’s (2010) study, several 
women expressed preference for female (non-Chuukese female) practitioners, as having a pap 
smear with a male was shameful.  As Siera stated:  
Siera: Yeah, I remember, I forgot what year was that what I had.  Oh I was so, 
ashamed, you know?  So I just closed my eyes, ‘cause the doctor that they 
sent, it was a male doctor. So I just closed my eyes and said “Hurry up 
hurry up.” 
Sarah: Yeah.  Is it usually a female? 
Siera: Yeah. 
Sarah: So that doesn’t bother you if it’s a female? 
Siera: No it doesn’t bother me if it’s a female.  But male, oh! 
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Like Siera, most women begrudgingly accepted care from the largely male providers available in 
Guam.  One provider in particular was very well accepted because of word of mouth over his ten 
years serving this community.  Yet, even with that reputation, patients who were new to the 
clinic often asked if they could see a female provider.
82
 However, one woman expressed a 
sentiment that I picked up from other findings less explicitly, when she said “I’m ashamed to 
show anyone myself, except my husband!” (Field Notes, February 5, 2013)  This corroborates 
Moral’s (1996) findings that the vagina is the ultimate sexual symbol for Chuukese women, and 
women are taught to hide it even from their mothers at a very early age (see Chapter Eight).  
Showing the vagina is also considered rude, which explains why so many women would 
apologize to me for getting a pap smear when I asked them if I could accompany them on their 
visit.
83
  Shame associated with showing the vagina to providers was a salient theme, but not 
necessarily so intense that it created a complete barrier to care. 
Related to this concept of vaginal privacy is that spouses and sometimes family members 
can both inhibit and facilitate women’s access to care.  Women and HCWs told me about 
husbands who did not allow their partners to seek services because they did not want someone 
else seeing their genitals whether male or female.  Others encouraged it and took their partners to 
their appointments.  Similarly, family planning is a family decision, not solely the woman’s 
choice (see Chapter Eight). 
 
 
                                   
82
 New hires have made seeing females possible since I left the clinic, and more services requiring vaginal exams are 
now given to the female providers to accommodate this preference. 
83
 Typically I would stand in a position so that I did not see women’s vaginas (such as by their head) in order to 
alleviate this discomfort. 
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Discussion: Getting In  
This section has highlighted the most prevalent themes associated with access to care.  
Many of these issues are relevant to patients seeking publicly funded care throughout the U.S. 
and abroad, such as transportation access, insurance coverage, and overburdened HCWs with 
more patients than time allows.  Further, patient transience, familial obligations and intimidation 
of the process and providers is not unique to Guam but perhaps uniquely common for patients 
living in poverty seeking care through entrenched bureaucratic systems.  These barriers to access 
will be connected to relevant literature in other parts of the world, and I will provide 
recommendations for possible solutions in Chapter Eleven: Conclusion and Recommendations.  
What is unique about Chuukese women in Guam are the historical circumstances shaping their 
migration patterns, their liminal “citizenship” state influencing access to care, and the clinic 
environments in their new neo-colonial homes, which are all created by an outside factor: the 
U.S. government.  This unique situation will be further discussed in Chapter Ten: Discussion.  
Perceived lack of confidentiality is a less-frequently discussed issue, but also likely 
common in rural communities.  Yet, avoidance of clinics with ethnically “similar” employees is 
an important and unique finding to be considered.   
Hiring HCWs to “look like” patients 
“Cultural Competency” training is the primary mechanism through which health 
inequalities are treated in clinical solutions, a topic I will discuss further in the following section 
of this chapter (“Being there”) and Chapter Eleven: Conclusions and Recommendations.  
Cultural competency solutions have not been the only recommended solution to decreasing 
health disparities through clinics, however.  One solution that deserves attention for its relevance 
to the present finding is the attempt to increase the number of health care workers who “look 
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like” (ethnically, culturally, linguistically) the patients being served.  It is relevant to the present 
study because as I have portrayed, this solution has been suggested, offered (through the hiring 
of two Chuukese women) and supported in the context of Guam.  While efforts to ensure equal 
access to the healthcare workforce is a valuable one, the other underlying ideas behind this 
strategy were problematized.  As Shaw (2010) explained, a call for increased diversity in health 
care is most certainly not a problem in and of itself, but most of the discussions of how the 
doctor-patient resemblance will possibly reduce health disparities are under two considerations: 
1) linguistic access and 2) resemblance. While linguistic access has its merits, the call for 
resemblance attempts to create this “separate but equal” health care segregation in which 
minorities serve minorities (Shaw 2010:524).  Kirmayer (2012) and Willen (2011) also address 
this underlying concept that clinicians and patients would establish better rapport if they were 
ethnically and linguistically “alike,” thus improving patient outcomes.   
Shaw (2010) approached this issue on multiple levels. First, Shaw interviewed health care 
providers and patients, demonstrating how often language, ethnicity, race and cultural knowledge 
are conflated in this “patient-clinician matching.”  Not surprisingly, in patient and clinician 
experiences, this conflation leads to an interaction in which the clinician and patient continue to 
have very little in common to “understand” each other.  Some patients did feel their provider 
who “looked like them” treated them better, but descriptions provided in their arguments often 
demonstrated these particular minority providers listening to patients, not some ethnic 
“connection” (Shaw 2010).  Ethnicity did play a role, Shaw (2010) considered—but more likely 
in the context of what Peggy McIntosh (1988) deems unpacked “white privilege” in these 
nonminority providers—an issue Willen and colleagues also addressed in their work (Willen, et 
al. 2010; Willen 2013; Willen and Carpenter-Song 2013).  Neither the patients nor the clinicians 
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overall were convinced of the value of this practice for improving relationships (Shaw 2010; 
Willen 2012). 
More importantly, Shaw (2010) demonstrated the flaws in this idea of health care 
segregation. By assuming that people do fit into categories that would “match,” this logic 
perpetuates the importance of ethnic and cultural difference, and locates both the problem and 
the solution in minority communities (Shaw 2010).  On a positive note, the most recent 
publication from the Office of Minority Health agreed with Shaw’s concerns. Smedley and 
Mittman (2011) discussed Shaw’s (2010) argument and likened the concept to the 1910 Flexner 
report which said “the negro shall serve the negro … in the villages and plantations, and shall 
engage in sanitation and hygiene rather than surgery” (in Smedley and Mittman 2011:182).     
These findings are very relevant to the Chuukese women I interviewed, although their 
concerns of “look alike” providers are more complex.  While linguistic access was much 
appreciated by Chuukese women through the hiring of two Chuukese interpreters, the patients 
and interview participants with whom I spoke indicated that they did not want other Chuukese 
women “knowing their business” and preferred those who did not “look like” them.  Further, as 
Kirmayer (2012), Shaw (2010), and Willen (2012) depicted, often the ethnic, cultural, linguistic 
and racial categories understood in connecting “similar” clinicians to patients is problematic with 
Chuukese migrants as well.  As many women explained to me,
84
 Chuuk is a very big place and 
identity (and dialect) is very different across regions (see Chapter Five).  Further, as Shaw (2010) 
depicted, underlying ideas about “sameness” and “difference” in hiring Chuukese providers will 
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 My decision to say “explained to me” was a purposeful one.  Through both reading and experiencing Chuuk I am 
well aware of the cultural and linguistic differences and identities that shape it’s 23 inhabited islands—but what is 
important here is not just that diversity exists—but that women with whom I spoke recognized this diversity was 
often overlooked in the clinical context and generally the greater Guam context and felt the need to inform me often. 
203 
 
only perpetuate the Guam ideology that Micronesians, and the Chuukese in particular, are a 
homogenous group different from other Guam residents.  
While I encourage the continued hiring of Chuukese employees in support of ensuring 
equal access to the job market and the need for interpreters (see section below on Language), it 
must not be assumed that these individuals can also serve as some sort of “cultural brokers,” nor 
that all patients will want Chuukese non-relatives providing care even in the form of 
interpretation.  In fact, it may even deter some Chuukese women from accessing care in 
particular facilities at all, as participants described above.  The next section will elucidate what 
happens once women do gain access to the clinic. 
BEING THERE 
In an attempt to understand how patients experienced the entire clinic, I approached 
women when they first arrived for anything related to women’s health and gained permission to 
follow them throughout their visit.  Although this approach was much more hectic, and 
awkward, among other things, I am glad I decided to capture the entire clinic visit, as sitting in 
the physician or practitioners’ office would have provided a completely different picture of how 
the clinic works and how women experience the clinic.  This section explores the context in 
which this confused, hectic environment shapes Chuukese women’s healthcare in Guam’s 
community clinics.  I will elaborate on the following salient themes within the clinic, including: 
1) the impact of language barriers, a primary inhibitor to quality care; 2) confusion of the clinic 
processes; 3) the “rushed” feeling and its impact on care, 4) the “yes” factor and the negative 
impact of Chuukese politeness; and 5) provider perceptions of Chuukese as “bad patients.”  
Finally, this chapter will return to the topic of how particular actors in the clinic influence and 
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are influenced by these interactions: primarily, how hierarchies in the clinic reflect and reinforce 
hierarchies in the greater Guam community and impact patient care.  
Language 
Language is considered the most profound barrier to quality care by all interviewees once 
a patient was in the system.
85
  HCWs and women alike discussed how difficult the language 
barrier can be and Chuukese language certified medical interpreters do not exist.  This language 
barrier further impacts how much information is transmitted between HCWs and patients, 
whether they understand the clinic processes, how well they can fill out forms or make 
appointments, and their comfort level in the clinic.  The hiring of the two Chuukese employees 
has improved clinic services and the Chuukese population attending this particular clinic has 
increased significantly since the hires.  However, both Chuukese women were hired in other 
positions and have several duties in addition to translation; that is, they are wearing multiple 
hats.  This, coupled with the rushed atmosphere often leaving no time to call interpreters, still 
leaves family members as the primary interlocutors for HCW-Chuukese patient interactions.  
The other two clinics have a similar scenario in which the primary interpreters are the relatives.  
This section will describe the following aspects of the language barrier: the elements lost in 
translation, HCWs speaking English as a second language, the dynamics of family interpretation, 
and briefly touch on patient trust issues with Chuukese interpreters previously described. 
Lost in translation  
In talking with Mike, an HCW in the clinic, I asked exactly how providers deal with the 
language barrier: 
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 The largest access barrier is transportation, followed by language, which is both an access and a quality of care 
issue. 
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Mike: Yeah the primary language barrier is among the Chuukese. So fortunately, 
we were able to hire a special person in a prenatal department and then 
luckily we got a translator working with us too, so we got two Chuukese 
translators in our, yeah, and then a lot of patients that are coming with 
their female relatives who speak English better. The only problem there is 
they don’t always translate everything directly you say to them, you know 
they’re gonna kinda filter the information. 
Sarah: I was just about to say, um so do you, how do you feel about family 
members translating? How well is it working for you? 
Mike: [Pause] If it’s not working well, sometimes it’s only cause I’m too lazy to 
go get the other translators. So any fault of that would be my own, it 
wouldn’t be uh, the fact that we don’t have the people around, so I kinda 
like talk to the patient in a way that, I’ll say the same thing in two or three 
different ways and find out if they’re giving the right answer and really 
understanding me. So if I have a sense they’re not understanding me and I 
think it’s important then I’ll go get the translator. Um, sometimes it’s hard 
to figure out whether they don’t understand you or they’re just being 
really shy. You know because there’s certain things, they're not gonna 
look you in the eye, and they don’t talk to men who are strangers and 
different things like that, so sometimes they’re just being really [pause] 
and then when their relative leaves the room, and I ask ‘em a question, I 
get a straight answer in English. 
Sarah: [Laugh] and then you're like “hmmm.” 
Mike: So I know there’s certain amount that they’re not gonna talk with their 
relatives, or if their relatives are more senior to them, then they’re letting 
their relative answer. They may know the language, but they’re letting the 
relative answer. So they’re kinda being shy, being more shy because of 
deference to their senior relative, rather than, and not speaking up for that 
reason. 
 
Mike described more candidly than many other HCWs what I witnessed on a daily basis; often 
the interpreters are family members with limited English proficiency themselves or the patient is 
alone, but the HCWs will not opt to get an interpreter unless the topic is important to them (the 
HCW) and it is clear that the patients do not understand anything.  Daily I watched patients come 
through who would smile and nod at every question, but because it was a quick low-risk visit and 
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the answers coming from patients were supposed to be “yes,” the HCWs did not investigate 
further to see if patients understood.  Each HCW who did not claim to get interpreters every 
time
86
 had a system for figuring it out.  Mike would say the same thing several times in different 
ways to see if the answers were different; Jonas and Lisa would ask comprehension questions of 
the patients.  Maria had a unique way of judging based on her experience with Chuukese 
patients:  “Well, when they smile a lot, that's when I think that ‘do they really (understand)?’ 
That's like my cue ‘do you really understand me or not?’” To which I responded, “So what, the 
bigger the smile the less likely they understand?”  To which she emphatically answered “Yes!” 
Just as Maria’s test was the smile, I noticed silence was a big indicator of understanding 
at times.  The more silent, the more likely either 1) the patient did not understand, 2) the patient 
was not supposed to talk in front of their relative, or 3) both issues were occurring.  The 
following excerpt from my field notes was written in some form with different patients every 
day:  
The patient was silent.  This is a clear cut case where the interpreter could have 
been super helpful but it was assumed sis [patient’s sister] understood and to me 
she wasn’t understanding (and didn’t translate for the patient anyway).  BUT they 
[the clinic staff] were slammed and barely getting through all the patients, so how 
would they have time for that kind of thing? 
--Field Notes November 6, 2012 
      
The rush of the clinic was often a barrier to HCWs just trying to make sure all the patients were 
seen.  This issue of quantity over quality was forced upon them by the lack of MIP/Medicaid 
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 During interviews, several HCWs indicated that they always got an interpreter or instructed the family member 
exactly how to interpret and had them translate sentence for sentence.  In practice, however, I witnessed several of 
these same HCWs not asking permission for family interpreters, not actually ensuring they interpret but instead 
talking to the family member, and not somehow checking whether the patient or interpreter understood the 
information.   
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providers available and the great need for services for MIP/Medicaid recipients in the Guam 
community.  As a result I would watch people leave the clinic daily not entirely knowing what 
was going on, just that things were “good” or things were “bad.”  
The difficult dialogue between two ESOL speakers  
The issue of several HCWs speaking English as a second language also caused 
translation problems, as this excerpt from my field notes highlights: 
First, he [HCW] asked her [patient] if this was her first child and how many 
children she had.  She said “I have one” and he said “Ok so this is your 
second?” “Yes.” “Ok.  What is the birthday?” She gave him her birthday. He 
wrote it down not at all surprised that it was in 1990. I knew what form he was 
filling out, it was the births of all her children and she looked like she was in her 
20’s. So, I interjected and said “I think that is her birthday, not the baby.”  So, he 
looked at it and then said “You have a baby, right?” She said “Yes.”  He said 
“Ok is it a boy or girl?” “Girl.”  “Ok what is your birthday?”  She looked at him 
very confused, and I was confused too.  His English as a second language issues 
were confusing the question, and I imagine she wasn’t sure if it was her or not 
misunderstanding the question. Eventually, he realized his linguistic mistake and 
corrected himself, “What is the birthday of your daughter?”  Then she answered 
“July 2011.” “Ok.” 
--Field Notes, March 15, 2013 
 
This conversation continued to go downhill as there was an equally—if not more 
confusing—set of questions about her last menstrual period.  This particular woman did 
understand English, although quiet and shy and was perhaps a bit insecure about her English 
proficiency, but the HCW had trouble with his English skills.  Since they were from two 
different ethnic/language groups, their accents were also difficult to discern from each other.  As 
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a native English speaker, I found myself translating—not actual meaning—but saying the words 
they each said to each other in a more “standard” English accent.   
Family relationships and the power of the interpreter 
An additional concern with family interpreters is that an element of coercion can occur.  
With partners, I witnessed the HCW and the partner making decisions about family planning as 
if the woman was not actually in the room.  Similarly, whether a partner, aunt, or mother, often 
times the HCW would be instructing them about contractions, when to go to the hospital, what 
signs are dangerous and so forth, again as if the patient were not there.  The assumption I 
imagine was that the interpreter would later tell the patient, but whether this occurs each time is a 
mystery.  Further, with my limited Chuukese language skills, I noticed a certain filtering of 
information as Mike described.  Finally, there was an element of hierarchy and power in 
relationships that often left women silent despite possible proficiency.  HCWs recounted several 
stories of silent women speaking up with questions as soon as their spouse or family member left 
the room, like Dan:  
Or, we send him out while we are examining her or whatever or she comes in by 
herself one time and gee her English is really improved. 
  
This possibility of coercion and regularity of family members not actually translating but instead 
speaking for them impacts both patient care and women’s levels of vulnerability within the 
family.  Already in a vulnerable state as a generally younger (reproductive age) woman in a 
gender and age stratified community, translation by family members allows for control over 
these women’s family planning decisions, control over personal knowledge of the woman’s 
pregnancy or other health issues, and understandings of bodily processes or suggested practices 
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as explained by HCWs.  The element of reproductive coercion resulting from this language 
barrier is further discussed in Chapter Eight. 
Chuukese confidentiality 
Chuukese confidentiality was the final language-related theme, discussed in the above 
section on access.  As previously described, women often vehemently did not want the Chuukese 
interpreters coming in to translate.  Additionally, women sometimes asked that we send their 
relatives out of the room so they could have their privacy.  How this problem is solved—both 
providing high quality interpretation and respecting a patient’s sense of privacy—is a challenge 
that has yet to be solved.   
Confusion of Processes 
As usual the clinic is crazy and hectic and people are wandering around looking 
for someone to help them to tell them where to go. One person came in [to the 
medical records processing room] and said “Somebody called me?” A clerk 
nearby didn’t even look up: “Nobody called you.” She didn’t even ask the patient 
her name, and she didn’t ask the other clerks if they had just called somebody. 
She [the clerk] also didn’t clarify that she [the patient] could be in the wrong 
room. After all, if you are on the list to see a nurse, you go to a different “room 
number one.”  It’s very confusing, but all she got was “No.” It is so frequent that 
nobody helps them at all.  
--Field Notes November 13, 2013 
   
These field notes were written during my first two months in the clinics.  What they 
represent is not just ignoring patients who may need help, but the hectic and confusing 
environment shaping the daily experiences in the clinic.  As I spent these eight months in three 
clinics, I had to learn how to navigate each one’s unique practices over time.  When I left, I still 
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had not completely figured out how things worked in terms of flow.  This confusion is an issue 
that may be further compounded by language, but is not caused by it as demonstrated by my own 
confusion.  HCWs were also frustrated by the confused patients bothering them with questions or 
not understanding the next steps for their clinic visit.  This confusion according to HCWs was 
attributed primarily to two things: language issues and not listening. However, as a person who 
actively listened to everything being said and spoke English as a native language, I was 
constantly identifying with the patients’ confusion.  I got the impression through this interesting 
dynamic that HCWs are so used to these processes as part of their daily existence that they have 
trouble conceptualizing how anyone would not know exactly what to do; this is likely a common 
symptom of busy bureaucratic environments serving people.  The clerks, for example, expressed 
frustration with patients telling them medical issues and expecting their shots in our group 
interview:
87
 
Katarina: You know sometimes they say, sometimes they are like “Oh you know I 
want medicine for this I want this and this and this” and I said “Ok 
ma’am, make sure you tell your doctor. Ok, don’t forget make sure you 
ask your doctor because you’re asking me there’s, I cannot give it to 
you.”   
Sarah: So maybe they don’t understand what your role is, so they’re like 
“Take my blood pressure?” 
Cally: Yeah! “So am I gonna take my shot now?” “Excuse me?” “Are you 
going to give me my shot?” I’m like “No, no!” 
Katarina: Or they always think, like when they come in here for processing when 
we call them they have to bring the baby with them […] I say “No we 
really like either the parents, either parent and then you know the baby 
you can wait outside because it’s just need to process our paperworks. 
Next door is when you bring your baby.”  
                                   
87
 As described in Chapter Four (Methods), my intention was only to conduct individual interviews, but two groups 
requested that I interview them as a group, to which I obliged.  Although we went through the informed consent 
documents as all other interviews, I asked participants to please respect each other’s confidentiality, but warned 
them that I could not guarantee other participants would be confident.  These particular groups were very close co-
workers who regularly enjoyed sitting around and talking about work, the patients, or their favorite soap operas. 
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Sarah: So they get a little confused about, like, going through the flow of 
things? 
Becky: Yeah, you know their names get called you know, they, they think that’s 
you have to bring the baby and… 
 
On several occasions, the clerks expressed frustration that these patients had not “figured 
it out” yet.  Other HCWs have trouble too, such as when they tell patients exactly what tests and 
clinic stops patients need to complete before the patients are finished for the day.  Often when 
patients are being told what to do, the to-do list includes going to the lab to get blood work, 
sometimes going to an outside lab to get other blood work, providing a urine sample, going to 
the pharmacy to get drugs, going to the front desk to make their next appointment, and more.  
HCWs explain this to upwards of 40 patients a day and end up explaining it very fast.  Yet, when 
someone misses a step they often got irritated:  
“Ok.  Did you get blood?”  “Maybe I’ll do that tomorrow?”  “Noo!! My friend, 
you have to do that today!!  Why didn’t you go over there?” The HCW then told 
this provider she’d walk her over there.  They left and the provider was like “I 
don’t know what else I can do to make it clear. I mean I drew a map!!”   
--Field Notes April 4, 2013 
 
Similarly, when the patients are told what to do as they are being processed out (almost finished) 
for the day, they can be told many things at once.  My field notes from this occasion mirror 
almost daily descriptions to patients:  
Then it was the shot discussion; she needs three shots but they only have one [the 
clinic has a supply shortage] so next time. Does she have $15 copay today?  Ok 
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then, PPD [tuberculosis test
88
] today.  Then she [HCW] made her [patient] an 
appointment for the following week.  The HCW also scheduled her ultra sound for 
Thursday down in Tamuning. Then the HCW asked if the patient could come back 
Thursday afternoon or Friday for a reading. The lady seemed confused. I think 
this gets them very confused to tell them three different appointments, and 
generally [HCWs] only write the official follow-up at their clinic.  I’d be confused 
too if somebody scheduled me a US for Thursday in Tamuning and then made 
sure I could come back that day for PPD.  I’d think “Wait, both same day, or did 
I mix something up?”   
--Field Notes, March 5, 2013 
 
This patient was given three appointments in three places, but only one called “your next 
appointment,” while the other was “coming back for a reading” and then the ultrasound in a 
different village.  The only one written down on the appointment calendar is the next 
appointment.  In English, this is a lot to take in, so those with language barriers as well are even 
less likely to capture all of this.  Another frequent confusing issue is with the “pink” papers. 
Women are expected to carry around their (pink carbon copy of) prenatal records their last few 
weeks of pregnancy so that if they go into labor in between visits they can give the papers to the 
hospital.  However, who exactly gets these papers and where to bring them back if you do not go 
into labor sometimes gets lost in the rush: 
She [the HCW] said “When she is ready to give birth, you give to the nurse, ok?”  
He [the patient’s partner] said “Ok I give this?” HCW said “Yes, not to the front 
                                   
88
 A test for tuberculosis exposure is required for women prior to registering for birth at the hospital, thus part of the 
“shot” schedule for all prenatal patients.  The patient is injected with a substance which determines exposure by 
reacting to the injection in 48-72 hours.  Patients are expected to return to the clinic to “read” the test (HCWs check 
the arm to see if there is a reaction at the injection site) during the 48 to 72 hour window period.  If the reaction is 
positive, the patient is referred to the tuberculosis unit for follow up tests. 
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desk, but to the nurse.”  He said “Ok out front (pointing)?” She said “No, not 
here today, the hospital give to the nurse.”  
--Field Notes April 2, 2013 
 
In this case and many others, I thought what if he had not asked?  Further, when the patients do 
not remember to bring the pink form back to their next appointment (if patients have not given 
birth in the interim between appointments) then the HCWs get agitated.  Sometimes, I 
recognized the confusion as a part of the nervousness and intimidation that patients exuded when 
they were going through the clinic—notably made worse by the confusing process and often 
less-than-friendly reception—in addition to coming to a new kind of biomedical environment for 
many of the recent migrants.  This anxiety and stress I believe led them to question themselves 
and whether they understood instructions.  On this occasion, I was stopped by a patient I did not 
follow as I was about to leave:  
She said “You know Chuukese?”  I said “Ngang mi kaeu.” [I am learning]—how 
did she know?  “Oh!  You have many Chuukese friends?”  I smiled, “Yes.”  “Oh.  
um, can you help me—this?”  She pointed to the lab slip for Lab Tech [private lab 
company].  I said “Yes?” She said “When do I go?”  I said “Anytime.  
Tomorrow, Monday, Tuesday.  No appointment needed.  Just bring $42.00. Ok?”  
She said “Ok.”  I said “Are you sure, you understand? Ka weweti [You 
understand it]?”  She said “Yes.”  Then they got the pills and she said “So one 
pill per day?”  I looked at the bottle, and said “Yes.” She said “Both?” There 
were two bottles. “Yes.  Exactly right.”  She got it, she understood it without me, 
she was just insecure about whether she understood.  
--Field Notes April 25, 2013 
  
In this interaction, the patient’s first question was whether I knew Chuukese like she just needed 
some clarification in her own language, but then she asked me her question in English, to which I 
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responded in English.  It felt more like she just wanted to talk through and make sure she heard it 
right than actually misunderstanding.  These interactions were also very common for me. In the 
following interaction, again, the patient actually understood the term fasting (in reference to 
blood work), but still, instead of clarifying it with the medical professional she waited until the 
HCW walked away and asked me:   
She [HCW] explained the fasting, and told the patient to get her tests “anytime,” 
but the patient was still associating with appointments, and so the HCW explained 
again that she could do the blood anytime, even tomorrow.  When the HCW 
walked away the patient asked me what fasting meant—when I explained I 
realized she understood but wanted to be sure.  It is surprising how often patients 
ask me after the HCW explains!  
--Field Notes February 26, 2013 
 
Another clarification that happened several times a day would be how the paper gowns 
worked.  Much to my surprise, my time in the clinics included helping several women get 
undressed.  I thought it had something in particular to do with me being their “buddy” for the 
visit, but Maria—a very friendly HCW—said she too encounters this frequently:  
When I come in, cause I would ask them if they're ready so would just ask if they, 
some ask like, um "Do I need to take off everything?" and I would say “Yes cause 
you need to do the breast and the pelvic exam,” so they would do it. Yeah that's 
mostly the question I-I, and then sometimes I help them, you know, I have a few 
patients [laughs] already who really don't know what to do, um, what the cover is 
for, so I would be in the room and I would just you know, cover like I would like 
you know, joke around "Oh don't be shy" you know, yeah, so I just help them and 
it makes them feel a little bit better I guess.” 
 
The patients are genuinely confused sometimes by the arduous and long processes they 
must go through to receive all the services necessary: blood work in this village, ultra sound in 
that one, this paper for the lab, that paper for the hospital, and so forth.  However, even when 
215 
 
they do understand the directions given to them, the feeling of confusion still persists persuading 
them to seek out the most amenable person in the area.  This scenario, coupled with the often 
harsh treatment by HCWs and Chuukese women’s propensity to be politely quiet, creates a 
situation in which even the most well-intended HCWs may not be providing all the information 
and care women need.   
Feeling Rushed 
My first few days in the clinic, I felt it.  The rush, the mass hysteria, the confusion.  These 
elements did not appear to completely dissipate as I started to understand the clinic better.  I 
found that hysterical rush was a daily occurrence that stressed HCWs and patients alike.   
The providers were just trying to get through their patients fast enough to see them all, but often 
times this took a toll on their treatment of patients:  
Maria: [laughing] I think yeah, because they've [nurses] been working here for 
too long, sometimes they feel like, because also the load of patients they 
just, I feel like that's when I notice that with patients coming in they just 
want to get right through. Um, you want to get rid of the patient you 
wanna just say, you just wanna give and here's the, the pamphlet 
information of the shots. 
Sarah: Do you think they [nurses] treat all the patients that way? Do you think 
there’s, they treat patients with language barriers like even more so like 
“here” or do they treat all the patients just kind of like [snap fingers] 
boom boom? 
Maria: I think they treat all the patients, all the patients the same but then I 
noticed in the Chuukese population they don't really ask compared to the 
Filipino and Chamorro they ask more questions so of course you're 
obligated, you know you have to answer the question, yeah […] Yeah, 
cause we do have some patients where they really wanna know what 
they're getting, yeah but I noticed specifically for the Chuukese patients 
they hardly ask they just agree to what they are being told to, does that 
make sense? 
Sarah: Yeah it does, I witnessed it so I know what you're talking about. 
Maria: Yeah, and also because most of the nurses here are Filipino […] I guess 
they tend to explain more when they are talking in their language, you 
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know what I mean?  So like the Filipina to Filipina, Kosraen to Kosraen, 
Palauan to Palauan, they tend to explain more. 
 
What Maria was explaining to me here was the intersection of so many factors.  Primarily, she 
recognized that nurses were constantly feeling rushed and were just trying to get patients 
through.  She did not believe there was much ethnicity-specific discrimination, but that the 
interactions between nurses and Chuukese patients were influenced by their language barriers 
and patient behavior.  Because Chuukese women were less likely to ask or question things, they 
were less likely to get answers.  Many nurses were also speaking English as a second language 
and Maria indicated that the most thorough explanations were often to patients who spoke the 
nurses’ first language.  
It’s not just the nurses that are rushed.  As Ella, a (non-nurse) HCW explained:  
The doctors are not really, you know, answering their questions, they’re just in a 
hurry to get them out from the room, things like that, yeah. 
 
I witnessed this myself pretty regularly, and particularly on the very busy days such as this one: 
Then [HCW] said “The first time you came when we did the testing you tested 
positive for chlamydia.” The HCW got up pointed to the chart. “This is 
chlamydia. It is sexually transmitted.  I’m going to give you some medicine to help 
it go away.  Do you have a boyfriend?” “No.” “A husband?”  “No.” “Ok. Never 
mind.  Let’s see your baby.”  
--Field Notes January 24, 2013 
 
What I found disconcerting about this interaction and many more like it was the missed 
opportunity to explain how people get infections and how they can prevent them.  Similar 
explanations were provided for pregnancy-related issues.  When asking HCWs about this, they 
said time was the primary barrier, but that coupled with language issues and a lack of biomedical 
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knowledge also inhibited the ability to communicate with patients.  So after spending time 
explaining with no success, HCWs started to practice a “less is more” mentality, as Mike 
explained when we were discussing early prenatal care tests such as amniocentesis: 
Those are some of the things that are actually harder to get them to understand, 
cause that involves a huge education process to try to get them understand why 
we wanna do this test, in case you wanna terminate a pregnancy on something 
that they’re not even sure they know what I’m talking about, in terms of the 
condition […] You know, maybe I don’t have the right words to explain what a 
Down syndrome baby is, you know what it looks like in their culture or something 
like that so […] So, I think, for me, I kinda gloss over [...] a lot of those kind of 
things, I—I just generally, I generally just don’t deal with them that much 
compared to what I might do if I was in another kind of clinic. 
      
Mike’s explanation was that he just did not deal with that, and instead glossed over many of the 
details, not like if he had been in another “kind of” (presumably private) clinic.  He found the 
education process to be “huge” and thus not really worth the trouble.  He also explained he had 
never met a Chuukese woman who wanted to terminate a pregnancy, which is basically the only 
option for dealing with these test results anyway.  I appreciated Mike’s candid discussion of his 
own faults within the interaction, but assuming one community may not need them as much 
because there is not time for both the biomedical and language translation is directly inhibiting 
Chuukese women’s equal access to quality care.   
The patients noticed as well, and were frustrated at times with not knowing what was 
going on with their own bodies.  They wanted to ask, but often did not.  As Jevlyn noted, many 
patients recognized the rush as a reason for getting such minimal explanations, making them 
even more uncomfortable speaking up:  
Sarah: Yeah. Anything else you think should be changed to make it better for 
women who go there? 
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Jevlyn: They just, need to be, really, explain what, what they give us, you know?  
Because sometimes when they go there they are just really fast because 
plenty patients, that’s why they really just “Ok go go go like this, like this, 
go!  Like that!”  That’s why they don’t really… 
Sarah: Explain? 
Jevlyn: Explain! You know the time I went?  The doctor so busy, many patient, 
right?  So that’s why no, no time to explain because only one doctor.  
That’s why I said “Why we have only one doctor?” supposed to how many 
doctors, because you know, see?  We just go in there just check check 
check ok go out, go to the other, you know?  Not really sit down and “oh, 
like this like this like this.”  Didn’t you see it Sarah?  It’s really fast, 
because only one doctor.  Supposed to, three doctors or, right? 
Sarah: And then they have more time to talk. 
Jevlyn: Yeah, so more time to talk like that.  But only one doctor, we cannot talk 
long in there, because, they’re worried about, you know? 
Sarah: Do you feel like you can’t ask questions because they are so busy? 
Jevlyn: Yeah! 
 
Jevlyn’s concerns articulate what many women expressed; the clinic was busy, and hectic, and 
they understood that many patients needed to be seen, but they were also very put off by the fact 
that they had no explanations of the process, the tests, and so forth.  They were also too 
uncomfortable to stop the flow long enough to ask their questions.   
When there is time, or something “serious” was happening in the eyes of the providers, I 
did notice much more thorough explanations and much more use of translators.  One example 
was when a pregnant woman had syphilis, which is a much more dangerous issue than the more 
typical chlamydia cases.  In this instance the provider brought in a translator and explained in 
great detail what was happening and what medicine would be given; similarly (and separately) 
this provider explained all of this to the partner of the patient.   
Even when things were not serious some women felt they did receive good explanations, 
and from my observations I believe these were on the slower days.  Jessica, for example, 
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described her experience when I was asking her about her first Pap smear.  She said she 
understood what they were doing: “Yeah because they explain it, they, they sent, they give us 
(informative) paper for that.”  She said she felt very comfortable as a result of this attention and 
explanation.  
The “Yes” Factor and Polite Patients 
The interactions between patients and health care workers are also inhibited by something 
that is prevalent within the Chuukese community.  I hesitate to discuss cultural attributes as 
contributing to care as it can sound like “blaming the victim” and that is not my intention, but 
HCWs working with Chuukese patients do need to understand this aspect—and many already 
do—which I call the “yes” factor.  The “yes” factor is the unbelievable politeness of Chuukese 
women and their inclination to say “yes” to anything.  This comes from an environment in which 
the public is not a space for creating conflict, nor is the family, and people are expected to keep 
their negative feelings “inside” so as not to negatively impact the group (Dernbach 2005; 
Petersen 2009).  Similarly, hierarchies by birth order, generation and gender are very important, 
and those “lower” (such as young people, women) know they are to be seen but not heard; listen 
but not speak.  In the health care context being a part of the clinic employee structure seems to 
automatically render HCWs as higher than the patients, and thus Chuukese patients act with 
great deference.  This makes patients very unlikely to ask questions and when they do they are 
terribly nervous about it.  My notes from February 28
th
 represent many interactions I witnessed:  
When the patient got down from the exam table and the HCW was writing notes, 
she [the patient] said “Doctor, I’m very sorry but I have a question.”  She clearly 
felt very shy interrupting the note taking and this isn’t the first time I’ve seen this; 
like it is disrespectful. She looked down as she said this. The HCW didn’t seem 
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bothered though, said “Sure, what’s up?”  The patient said “Last Sunday I saw 
blood…”  
--Field Notes, February 29, 2013 
 
The conversation continued as this HCW determined the patient had her “bloody show” and 
explained what that was and that it was normal at this stage of pregnancy.  When women were 
brave enough to ask their questions, the interactions were great, but when they did not, they 
would just leave without having their information needs fulfilled.  Several times a woman would 
tell me what she planned to ask the provider as we chatted before he or she entered the room, but 
then would never ask.  After a few times of witnessing this, and even times when they looked at 
me with this very anxious expression as the provider said “Any questions?” I started to interject: 
“I think (Name) did have a question for you.  Weren’t you telling me you wanted to ask this?”  I 
struggled with my decision to insert myself so explicitly into the interaction, but struggled more 
with the thought of not interjecting when the patient was clearly in need of a boost. 
In my interviews with HCWs—especially primary providers—they often recognized 
Chuukese patient shyness as well.  This often made HCWs concerned about whether they were 
getting all of the information they needed, as one HCW, Maria explained:  
Yeah and that's the thing they're just so, what's the word? Um, God, what's the 
word I'm looking for, like they just follow like they don't wanna, they don't wanna 
get you mad like the, I mean the staff, so they just nod and they just follow and say 
yes and […] It’s good, I mean, I honestly can’t tell sometimes cause they're 
[Chuukese patients] some of my nicest patients to be honest, compared to 
everyone else the Chuukese patients are very nice but when I say, when I tell them 
something they always just nod and yes I don’t want to be rude sometimes like, 
you know, "You understand?" I really want to make sure they understand they 
always just say yes or nod or smile [emphasis] but I'm not really sure if they 
understand what I’m trying to say! [laughs] 
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Some HCWs are also concerned about how shyness and politeness impacts Chuukese 
patients’ quality of care, when the Chuukese patients do not feel right speaking up for themselves 
as one HCW, Dan explained to me:  
Well that’s the other thing is the Chuukese don’t complain.  […] Uh, and you 
know it’s, it’s unfortunate that the Chuukese don’t complain.  The Chamorros do 
complain.  If you are not treating people right they will let you know.  Um, the 
Chuukese are, you know, their culture is, is, such that it’s not something you do, 
and um, it, they don’t appreciate being yelled at, um which none of us do, um but 
in many instances I know particularly we’ve had some people up North that think 
that if you can’t speak English if you talk louder to them they’ll understand, and 
um, I think that’s why we get some of these people down [South] as well.  Um and 
why they won’t go back. 
 
Dan continued his thoughts in this regard, telling me his frustration that all the HCWs cannot just 
learn to “treat people as people.”  Politeness is a great quality, but in this context it sometimes 
meant getting mistreated with no recourse. 
Another complication of the “yes” factor is that providers are already concerned that their 
patients do not have a good enough understanding of their bodies.  As Jonas said: 
I think sometimes there’s a, um, lack of deep understanding of what you are trying 
to tell them.  I have taken hours literally to describe things to people and then 
they’ll ask me a question at the end of it that lets me know that they didn’t 
understand 1/20
th
 of what I was talking to them about, you know?   
 
Jonas continued to discuss that he thought it was not just language but a lack of education about 
their bodies; the school systems and their family life often did not include any sort of knowledge 
of bodily systems or reproductive and sexual health.  I agreed with this sentiment.  As a sexual 
health researcher, I recognize that everywhere, there are many women who do not understand 
their own bodies, but this was at another level.  In this case, Chuukese women often do not know 
anything about their bodies; especially young women.  Similarly, women are often familiar with 
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prenatal care, but not other reproductive or sexual health care.  Pap smears are not known to 
many women, nor are sexually transmitted infections.  As I will describe further in Chapter 
Eight, women are not often taught any details about their sexual bodies, leaving them completely 
in the dark.  This makes communication issues between HCWs and Chuukese patients that much 
more difficult. 
Interestingly, this politeness has another element: HCWs cannot determine whether a 
patient will follow through with something the patient is supposed to do or not because they will 
say yes either way.  Kaylyn, a life history interview participant, is a dynamic and interested 
woman who asked me for the papers I had collected about Chuukese women.  I provided them, 
and she would read them before we met next.  My interviews with her were just as much a 
dialogue about gender, migration and health as they were her life story.  One day when we met, 
she began our conversation by wanting to talk through something she read about this “nice” 
aspect, succinctly summing this issue up:   
One of those um, PDF files you sent me?  Like the first one about health care, and 
how it’s uh, how they would say yes when in actuality either one, they ain’t gonna 
do it, or two, um, they’re just saying yes just because so they can go on their way, 
and, and its, it’s almost like that. I mean, and it’s really, what’s really weird is 
Chuukese are, they’re really […] I like to say they are really passionate, you 
know?  But, they avoid confrontations at all costs.  
 
“Bad Patients” and Paranoid HCWs 
HCWs expressed the same sentiment, sometimes with great aggravation.  In our 
interview, one HCW, Jonas told me “…they’ll (Chuukese patients) show, they’ll, they’ll 
verbalize agreeability and not do anything, they’ll just do what they want.”  This concern is 
especially connected to taking medicine and getting lab work done.  In fact, a particular paranoia 
emerged from several HCWs on all levels about intention vs. action, or statement vs. truth from 
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their patients.  The following example about food is revelatory of these exchanges.  I was baffled 
as I wrote these field notes by the paranoia and the nonsensical nature of these accusations:  
The HCW said “What do you eat for lunch?”  Patient said “I eat local food.”  
“What is local food for you?”  Patient said breadfruit.  HCW: “How do you eat 
the breadfruit?” Patient: “We boil, and mash, and mix with coconut.”  HCW: 
“Ok.” Patient: “And I eat chicken.”  HCW: “Ok so you eat chicken and 
breadfruit?”  Patient: “Yes.” HCW: “Do you eat corned beef and spam?” The 
patient said “Yes.”  The HCW said “No you shouldn’t eat that!  Don’t eat corned 
beef and spam it is not good for the baby it gives you high blood and your family 
has a history of high blood so you don’t want to do that ok!  How do you eat 
chicken if you eat corned beef and spam?”  The patient didn’t understand and 
asked the HCW to clarify. The HCW said “You just said you eat chicken and now 
you tell me you eat corned beef and spam, how is that?”  This conversation was 
so weird. The HCW was accusing the patient and suspicious of her telling the 
truth, but I personally do not know anybody who eats the same thing for every 
meal, so what was this about?  Clearly that’s why the patient needed clarity too.  
Her answer was “Oh each meal I eat different things.” Very understandable!!  
--Field Notes April 23, 2013 
 
On another occasion, the paranoia was about taking medicine; in this case, vitamins:  
The HCW said “So, what about vitamins, has she [the patient] been taking 
them?”  The lady [translator-patient’s aunt] said “She don’t have.” HCW: “She 
doesn’t have?  I gave them to her in February. Why doesn’t she have?” 
Translator: “She didn’t get them.” HCW: “Why didn’t she get them?” 
Translator: “She didn’t have money.”  HCW: “But they were free!  I told her they 
were free!”  The auntie said nothing. The HCW responded: “So now the question 
is, should I allow her to get another prescription if she doesn’t want the first 
one?”  
--Field Notes April 25, 2013 
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This HCW again, in my interpretation, was accusing the patient and her aunt of not wanting the 
medicine instead of misunderstanding that this medicine was free.   
Miscommunication and mistrust go both ways 
Patients are also paranoid at times that the HCWs or providers are purposely not helping 
them or telling them everything.  One incident elucidates this well: 
HCW looked at the monitor and said [the patient] was having contractions eight 
minutes apart and the baby’s heart beat was dropping, which was good, but it 
wasn’t jumping when the baby kicks.  HCW said that when you have diabetes 
there is a risk of stillbirth so wanted to send her to the hospital, that hopefully 
they will keep her there this time so she can have the baby.  Then called the 
hospital and said was sending her over, and explained to her to go past 
registration and give them this (the prescription pad with notes that she is 
gestational diabetic and needs to be admitted).  After the appointment she asked 
the nurse if the baby was ok and the nurse said “Your baby is not reactive.” I 
think it scared the patient.  We left the area and the patient asked me what she 
meant.  I tried to explain as best as I understood and she said “Why is the doctor 
lying instead of just saying it!” I explained that I didn’t think the doctor was 
lying, maybe just not clear.  
--Field Notes November 13, 2012 
 
Similarly, patients often think they have to wait longer because they are Chuukese, which may 
have some truth to it with certain HCWs, but often it is just in a context where all the patients at 
the clinic are waiting a long time.  Some of this paranoia and concern is quite founded, however, 
as I will discuss further below.   
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Paranoia does not include everyone 
Not all HCW perceptions of patients are negative or accusatory, nor do all Chuukese 
women perceive these HCWs as deceptive liars.  HCWs often recognize the circumstances of 
their patients in terms of poverty, gender inequality, family control, and hectic lives. Some of the 
more observant HCWs pick up on the discomfort showing vaginas, leading many providers to 
allow women to keep their skirts on during exams.  Similarly, many of the “in-tune” HCWs 
understood how shy women can be and how shamed they may feel regarding SRH topics, so 
these HCWs try to be extra gentle.  Further, late entry to care not just for pregnant women but for 
all women is recognized as a big issue that needs to be addressed.  HCWs who also worked at the 
hospital at some point told stories of women presenting with advanced stages of various 
reproductive cancers.  Many of those same HCWs discussed Chuukese women’s stoicism during 
birth as both amazing and scary—amazing because most women do not scream at all during the 
childbirth process—but scary because HCWs subsequently do not know when something is very 
wrong.  HCWs also recognize that women’s partners often have other partners, leading to their 
high STI rates and frequently mentioned Chuukese women having very large families with back-
to-back births.  These are important to mention—as credit is due to the HCWs for understanding 
unique elements of a very large portion of their population and often accommodating their needs 
as a result—although at times their conceptualizations are problematic. 
Similarly, not all Chuukese women had bad experiences in the clinics or GMH.  Several 
were grateful to have the healthcare available in Guam as compared to Chuuk.  Particular HCWs 
were often pointed out as “nice ones” who were approached more regularly.  Stories about GMH 
similarly included both very unfriendly and courteous HCWs. 
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Discussion, Being There: Language, Politeness, the Confusing Clinic Rush and Badly 
Behaving Patients and HCWs 
Several of the patient-HCW interactions which emerged in this study are not unique to 
Guam, but common in minority patients seeking care all over North American health centers 
(Spitzer 2004).  Chuukese patients are not alone experiencing difficulty communicating with 
HCWs because of politeness, language, and intimidation, nor are they alone in feeling further 
marginalized by rushed, unfriendly HCWs.  Patient deference (the “yes” factor), language and 
cultural “difference,” and the “economy of care” (Spitzer 2004:490) are common and connected 
themes which must be addressed together.   
Regarding “cultural” ideas influencing patient behaviors, much has been written about 
several migrant groups.  Latino/as, for example are depicted as avoiding hostile confrontations 
(Flores 2000), preferring to maintain pleasantness even if unhappy with the appointments (Flores 
2000), worrying that asking questions may negatively impact the patient-provider relationship 
(AMA 1994) and preferring to delegate health care decisions to their providers (Xu, et al. 2004).  
Similar work has demonstrated Asian and Pacific Islander populations as shy, deferent and 
uncomfortable discussing concerns with providers (see, for example: Kim, et al. 2000; Young 
and Klingle 1996).  In fact, in all minority populations this is a common argument used in 
“cultural competency” calls to providers.  What these characterizations and subsequent 
arguments often do is perpetuate stereotypes about people and continue to “blame the patient” 
for their deferent and polite “culture.” I risk allowing for the same stereotypes by presenting the 
“yes” factor, and must contextualize Chuukese deference in more complex literature. 
While some clinical researchers have focused on specific cultural groups, other 
researchers have determined that the power relationship created by the clinical encounter 
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necessarily makes “all types of patients” relegated to an unequal position, rendering patients less 
likely to “speak up.”  Studies have shown that all patients rarely talk about all of their concerns 
during visits (Korsch, et al. 1968, Roter, et al. 1997) and are often passive, asking for few further 
explanations (Kettunen, et al. 2002).  Sociologists Heritage and Maynard (2006) conducted a 
review of thirty years of patient-provider research, finding that studies consistently report 
patients not disclosing or self-censoring their needs; they, too connect this finding to the power 
relations embedded in the clinical encounter.  Just like the many minority groups who have 
previously been connected to patient politeness and deference, Chuukese women likely have a 
more pronounced version of something most patients share because of their vulnerability and 
powerlessness in the community.  Thus, the connection of power several researchers have made 
are also relevant to this “yes” factor phenomenon with Chuukese women—but not simply 
because of their “culture”—instead their relative double powerlessness as public health patients 
and ethnic minorities in Guam.   
Patient politeness compounded with a lack of bio-body knowledge and English language 
skills do not simply exist in a vacuum, however.  How these patient characteristics influence 
HCW perceptions and treatment is also important to consider when discussing these factors.  In a 
study of physician perspectives, Hunt and de Voogd (2005) examined physician perceptions of 
their Latina patients specifically connected to the use of amniocentesis.  Hunt and de Voogd 
(2005) found doctors saw Latina patients as fatalistic, male-dominated, family-centered, and 
superstitious.  These characterizations of Latina patients impacted physician care in two ways.  
First, in an effort to be culturally sensitive, physicians provided less information to their Latina 
patients—much like Mike and other HCWs referred to as “glossing over” details when treating 
Chuukese patients.  Further, foregoing information about specific tests like amniocentesis were 
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exactly the kinds of early pregnancy tests Mike told me he skips with “this population.”  Second, 
when both the husband and wife were in the room, Hunt and de Voogd (2005) discovered 
providers would often talk to the husband directly about the procedure.  In their study, physicians 
talked to husbands “officially” for translation assistance, but the provider and husband would 
have entire conversations about the woman’s health needs with no translation occurring.  
Similarly, Chuukese women are frequently observers in their own appointments as HCWs and 
the patients’ family interpreters carry on conversations as if the patient is not even in the room.  
Hunt and de Voogd (2005) recognized the disenfranchisement of the patient within her own 
clinical appointment through this technique, privileging the man and/or the primary English 
speaker in the room over her needs.  This patient disenfranchisement also leads to elements I 
perceived to be reproductive coercion, a theme further discussed in Chapter Eight. 
Hunt and de Voogd (2005) highlight an important phenomenon in these practices: 
physicians who had good intentions of being culturally sensitive and “competent” drew from 
their perceptions of Latinas as fatalistic, in gender unequal relationships, and having low 
education levels.  Yet, physician sensitivity to proscribed ideas about Latinas led to these very 
particular stereotypes, removing the complexity with which pregnant women make decisions 
about their pregnancies.  Thus, stereotypes fostered and perpetuated by efforts to be “culturally 
competent” with good intentions led to differential or stratified care of ethnic “others” utilizing 
the clinic.  Perceptions of Chuukese women held by HCWs even with the best intentions to be 
sensitive can and does similarly contribute to differential care in these clinics.  Chuukese women 
may not be provided all the necessary information as if they were in a private clinic, like Mike 
indicated; they may be talked over as their “culturally powerful male or elder” interpreter 
discusses their care and makes decisions for the visit, something I witnessed on several 
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occasions; or they may be perceived as “traditional” in a host of other ways that could impact the 
way in which various forms of health care options (e.g. birth control methods) are presented.  
Thus, treating Chuukese patients “special” to accommodate the “yes” factor and language access 
is problematic, but allowing space and follow up for questions, providing all patients equal high 
quality care and information, and ensuring all information is translated for all patients is a 
possibility.  The topics of cultural competency, patient stereotyping and strategies for improving 
care will be revisited in Chapter Eleven: Conclusion and Recommendations.   
Spitzer (2004) analyzed other themes relevant to these findings as well.  Examining how 
minority women interact with nurses in particular, Spitzer discussed the strained, resource poor 
environment that characterizes many publicly funded clinics.  The resource strains often cut 
nurse jobs, leaving remaining nurses struggling to provide care to all the patients.  With 
considerably less energy, Spitzer (2004) recognized nurses expending more energy on particular 
patients while ignoring and rushing others.  This rationing of energy inevitably siphoned off the 
“easy” (white, Euro-American, English speaking) patients to whom they relegated more care 
from the more “difficult” (minority, non-English speaking) patients.  In efforts to be fair, policies 
were instituted to treat each patient with equal amounts of time, however Spitzer (2004) 
challenged this idea, arguing that marginalized women should be allotted more, not equal or less 
time than their middle-class Euro-American Canadian counterparts to help alleviate the 
challenges associated with minority women’s marginalization.  What minority women in 
particular recognized from the nurses was their inaction: ignoring and quickly shuffling patients 
through.  As Spitzer explains, the “perceived inaction of the nursing staff is interpreted through 
the ongoing lived experiences that circumscribe interpersonal institutional relationships.” 
(2004:502).  Similarly, Chuukese patients feel some HCWs treat them poorly, and even nice 
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HCWs are often too rushed to answer questions and spend time explaining health concepts or 
needs.  A unique element in the case of Chuukese patients is their not infrequent concerns that 
HCWs are lying to them, purposely thwarting their care.  This paranoia—sometimes founded (as 
I will describe in the section below)—may also contribute to what HCWs consider “patient non- 
compliance.”  If a woman does not trust her HCW is looking out for her best needs, a deferent 
“yes” followed by ignoring directions (e.g., not filling prescriptions) is much more likely, yet 
patient trust and linguistic barriers are not the only factors determining whether Chuukese 
women follow through with recommended health care instructions.   
Spitzer also talked about the issue of non-compliance with patients, and the perception of 
nurses toward their minority patients as continuously non-compliant.  Spitzer (2004) recognized 
these perceptions from nurses rarely considered the barriers minority women may encounter 
when attempting to “comply,” whether structural, cultural or individual.  Teaching HCWs the 
importance of recognizing the structural inequalities impacting the communities they serve is a 
common theme in more recent “cultural competency” literature, a topic which will be discussed 
in Chapter Eleven: Conclusion and Recommendations.  
Spitzer also discussed the precarious position nurses occupy: powerless in the presence of 
doctors but powerful as compared to all other HCWs and patients.  This liminal position, coupled 
with frequent frustrations and disappointments with management decisions and staff cuts led to 
increased tension and frustration.  Frustration and the hierarchical position of the nurses then 
likely transformed their work space and their patient-engagement, a topic I will explore in the 
following section.   
The interactions and perceptions in this section are the primary daily experiences of 
women and HCWs in the clinic as well as the women I interviewed.  They reflect the entire 
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clinic as a whole in terms of HCW-care.  My choice to represent those common findings as 
“HCWs” is an attempt to represent the clinic as a whole and protect confidentiality of different 
HCWs at different levels since these clinics are small and I basically worked with almost all 
women’s health HCWs available.  However, another pattern emerged that deserves attention 
specifically connected the hierarchy in the clinic and will separate these different HCWs in my 
description. 
HIERARCHIES IN THE CLINIC: PATIENT-NON-PROVIDER INTERACTIONS 
My first day at the clinic, I noticed a very visible division of roles: almost all the medical 
records clerks were Chamorro, almost all the medical assistants and nurses were Filipina, and 
only one of all these actors was male.  The providers—nurse practitioners, nurse midwives and 
physicians—were more diverse, but most evident was the overrepresentation of state-sider white 
males in that group.  What I was seeing was the reality of Guam within the clinic. The most 
vulnerable group in Guam, Micronesians could not even get jobs there, except for four 
employees.  The next most vulnerable group, the Chamorro of Guam were occupying the lowest 
social position at the clinic with the lowest pay.  Their jobs were menial, repetitive, and in their 
eyes, frustrating and unappreciated.  They were often cold and mean toward patients.  They had a 
camaraderie with each other that did not span into other professions.  Similarly, the nurse aids 
and nurses stayed connected to each other and were a bit more cheerful, although still often short 
with the patients.  Then, there were the advanced nurses and doctors.  With some exceptions (see 
below), these providers actually provided care nicely—not always with enough explanations or 
time as I described above—but they treated Chuukese and all other patients as one provider said 
“like humans” with dignity and respect. 
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There is a decades-long body of literature that focuses solely on patient-provider 
interactions which need revision to reflect the various non-providers who interact with patients.  
What about the front desk?  The employees tasked with updating patient records prior to being 
seen?  The medical assistants taking vital signs?  How about the nurses tasked with providing 
care to patients after they have seen their provider?  These were the actors I quickly became 
interested in while exploring these clinics.  This section seeks to add to the literature that 
attempts to understand health care encounters with the whole clinic. 
The process as described by an HCW my first day:  
They [patients] check the sign-in sheet with the records.  If they have records, 
they get in.  If not treated well, women just go away because back in Chuuk [they 
will] just be pregnant until delivery.  With the language barrier, sometimes they 
feel ignored and just go and leave and feel ashamed. 
--Field Notes October 1, 2012 
 
This HCW continued to explain that the unfriendly atmosphere was too busy, so women leave 
and see no doctor for prenatal care.  My first day I was told that women were treated badly, and 
this certainly colored my lens of the clinic.  I automatically thought the worst.  After a few weeks 
of being in the clinic, however, I realized what another HCW explained to me later: the entire 
clinic is not making the women feel unwelcome, but the reception area—the first impression of 
the clinic and the first step in the clinic process—was by far the most unfriendly, unwelcoming 
area.  As Kaylyn, a life history participant succinctly pointed out to me:  
You know the [Location] clinic if you just, get past the receptionist and actually 
go into, into the women’s clinic? You know, you know you start getting treated 
like a human being there [laughs] like they are nice there, it’s just like your 
initial, the initial thing. 
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Her experience was exactly what I witnessed with so many women. This first hurdle was the 
worst, but the clinic as a whole was not overwhelmingly negative or discriminatory.  Daily, I 
witnessed interactions such as this one written in my field notes:  
First encounter of the day: Woman comes through medical records door and the 
medical records lady asks if she’s been called. She said no, but she signed in and 
she’s waited […] medical records lady cut her off before finishing and said 
“Don’t worry we will call you go sit down.”  People typically come in look like a 
deer in the headlights and medical records people are so unfriendly.  
--Field Notes November 6, 2012 
 
As some of the more concerned HCWs and patients explained to me (and I observed and 
experienced myself), the waiting room is very loud and hectic and the patients are scared they 
will not hear their name, which will result in them missing their appointment.  That means, all 
that work to get an appointment and get to the clinic becomes futile.  Reasonably so, anxiety 
levels are high and several patients ask if they are supposed to be seen.  It is rarely a matter of 
having to wait long and more frequently fear that they must not have heard their name, as on 
HCW, Rebecca explains: 
‘Cause there are some patients that they're waiting, sitting in the waiting area 
and somehow they don't hear them calling. They waited, waited when they go in 
they said "Oh we call you how many times, no respond." So sometimes, they're 
like scared. They're scared that they will not hear. So they wanna check.   
      
The clerks however, were more likely to say “please be patient” or “sit down” rather than 
actually checking if the patient’s name was called.  The walk-in patients had an even larger 
barrier to care.  Often when they attempted to sign in they were told “no more appointments” 
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without having a minute to even explain what they were there for; after all, there were multiple 
sign-in sheets for different types of appointments.   
Patty [HCW] was clearly being rude to a Chuukese lady […] She was asking 
about walk-ins and Patty said no. Just “No.” Ella [HCW] happened to be 
walking by and stepped in and said “Nurse only,” so then Patty said “Yes sign in 
at 12:30 to see the nurse.” So what, if Ella wasn’t there she just would have left 
with no care?  
--Field Notes, November 8, 2012   
 
These front line workers often act as gate-keepers, and in this case, keep women from care. 
Why? Why the hostility, impatience, and at times, blocking of care?  Interviewing the clerks 
helped me understand how they saw their interactions and the patients.  Throughout their 
interviews, they indicated frustration of being overworked with limited space, and being under a 
very large amount of stress trying to get the patients through the first step of the clinic process.   
Within this environment, there was often also this notion of patients trying to make things 
more difficult.  As I recognized in their interactions, many of the clerks truly seemed to think 
miscommunication did not exist; it was the patients testing them.  One conversation within the 
group interview highlights this theme well: 
Jackie: You know [others laughing].  And you hear someone say “I didn’t hear 
my name because it’s so loud out here!” and I say you know you are 
going to have to listen but they will call two more times you know. 
Katarina: Or, did, “Did they call my name?” I said I don’t know I’m sorry but, I 
don’t know your name but […] I’m not listening to who they are calling 
because [they all start talking…“Yeah did they call my name?” and 
“‘cause you are working!”] I’m doing personnel!  I’m trying to, listen 
to […] and be taskful at the same time, work! 
Jackie: They called you [laughing]! When people come in, even if we are with 
a patient and they are like “excuse me excuse me” [laughs] 
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Katarina: Yeah! Or sometimes you see people they just come in and they walk 
around like hello, nobody called you back here, you know!  [all 
laughing] “Oh I’m looking for some” “Nobody back here!” And you 
know they are saying like “Did you call my name?” and the other 
patient is here and they are like looking and I’m like “Excuse me 
you’re not supposed to be looking” “Ah but I’m just checking my 
name.” It’s like, we have the sign, stop, don’t enter until you are 
called! 
Becky: It’s not, I think it’s not that they don’t understand, they get offended. 
Katarina: No, they just refuse to listen to the rules I say I’m sorry. 
Becky: They don’t want to do it! [laughing] 
Jackie: Or maybe they ignore the sign! 
 
Their frustrations with patients continued throughout this 45 minute group interview. Clearly, 
these HCWs felt like the victims, dealing with so many patients bothering them as they 
attempted to collect information from so many other patients.  Another clerk, Edith, immediately 
brought up her frustration with the patients as we began the interview (as I just asked what her 
daily duties were like), but also admitted to being too rough at times: 
Um typical days are when we do encounter not only ladies but in general our 
patients are impatient, themselves they […] especially when they see so much 
people around them, they show that they’re impatient and it really it, it irks me to 
a point where […] knowing that there’s so many of them and so little of us I try to 
calmly explain to you know he or she […] That you know anywhere you go you 
wait, you know your waiting period is long and all we ask is for you to wait 
patiently […] I will admit myself when it’s a typical frustrating day my tone may 
be, not friendly my intentions are there, my, you know are good.  
 
Later in the interview, Edith also accused patients of intentionally ignoring the signs posted, 
instead of just not seeing them.  These clerks were often the people posting the signs, so they 
vividly saw them daily as their intentions were to make them visible.  However, to an outsider 
like me there were posters and signs with rules and directions all over the place and they blended 
in with the chaos.  Further, the language barriers I witnessed were vast and complicated, but 
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when in doubt these clerks believed it was something more fundamentally rebellious in the 
patients’ behavior.  
My interviews with the clerks also revealed larger Guam sentiments about Micronesians: 
that these people were “different” (or backwards) and self-righteously “taking over” their 
island’s resources. 
Katarina: I want to see how they, how they act in their clinic, compared to how 
they act when they come to our clinic?  You know what I mean? 
Dianna: Like I said, because they are here, they think they have a right to be 
here and they have to be served and we have to be at their beck and 
call! 
 
This sentiment reflected so much about this community.  The Chamorros were forced to 
welcome many groups: American military, Filipino/a workers, and now Micronesian neighbors.  
Only the latter group has been as or more poverty-ridden than the Chamorros themselves, and in 
many HCWs views—especially the clerks—they are self-righteously taking their resources. 
Their response was to view the Micronesians as suspect and ungrateful, and slowing down their 
frustrating daily work at the clinic. 
OTHER HCWS 
While the poorest treatment of patients was consistently by the lowest level providers, as 
I recognized this, I also recognized that with each step up the hierarchy of the clinic HCWs 
treated patients with more respect.  Nurse aids for example would lecture patients about their 
eating habits in derogatory ways, and sometimes make fun of them (in ways unbeknownst to 
patients), but they were rarely as blatantly unfriendly as the clerks.  One example of both the 
lecturing and making fun is represented in my field notes from February 1, 2013:  
This little nurse aid is friendly, energetic, talks fast. She took [the patient’s] BP, it 
was high.  She took it again.  Still high.  She [patient] was laughing like she knew 
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this would happen.  The boyfriend said she had high blood pressure since she was 
14. The nurse scolded a bit. “What?  Then she should have seen Dr.!” [instead of 
a nurse practitioner]. But that was the end of that and she [nurse aid] didn’t 
elaborate or tell the nurse practitioner. Why not? Then, asked her height and the 
boyfriend [interpreter] said the weight—190—and she laughed and said 190?  
Looked at me, giggled, but never told them she meant height, clarified the 
meaning of height, et cetera.  It was demeaning.  She then looked up the answer 
from previous records. 
 
This interaction was demeaning to the patient, but the patient did not know that.  The nurse aid’s 
demeanor in terms of making the patient comfortable was positive, as were many of the other 
nurse aids.  They were often playful and joked with patients, something also common among the 
posting nurses.
89
   
The providers (nurse practitioners and physicians) were actually the friendliest group.  In 
this hierarchy, again the more power meant friendlier.  They also were the most accommodating 
to language and to cultural and access issues for Chuukese patients.  This occasion particularly 
elucidates how a typical interaction would be on a not-too-hectic day between the average 
provider and his or her patient.  On this occasion, the patient asked if she could get a note to stop 
working:  
He [the provider] asked if she [the patient] wanted him to give her a note for the 
two days or for the rest of the pregnancy—“What do you want to do?” he said. 
She said “Maybe for the rest of the pregnancy because it’s just too much and not 
like other pregnancies.”  Then he said “Ok I think that is reasonable. You have a 
high risk pregnancy and we are having you come here twice a week. I think you 
can work if you need to, but also reasonable to stop.  Can you afford not to 
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 Posting nurses are the next level up and the last stop for a patient. The posting nurse carries out the provider’s 
orders.  They are usually RN or LPN nurses. 
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work?”  She said “No.  Sometimes it’s not enough for my power and water and 
things my kids need for school and with Christmas it’s very hard.”  He said 
“That’s why I asked what you want to do.”  He wrote her the note and told her to 
do what she wanted.  
--Field Notes December 6, 2012 
 
Another provider would always slow herself down and get to know the patient.  On this 
occasion, she was first inquiring about the young man with her, mostly because he was assisting 
with translation and she wanted to make sure he was an appropriate person (i.e., not her brother).   
Boyfriend said, “We stay together.” She [the provider] said “Oohhh ok, well first 
of all congratulations! Is this your first baby?”   
--Field Notes April 2, 2012 
 
The patient’s boyfriend and this provider continued to chat for a few minutes, making this very 
nervous young couple with limited English skills much more comfortable.  This initial 
interaction set the tone for the entire encounter.  Another provider I followed frequently would 
always introduce himself and shake the hand of patients, a small gesture that also visibly released 
much of the tension patients were bearing from the first few stages of the clinic visit.  This 
provider also always lent a hand to patients when they needed to sit up from the exam table, 
another small gesture that made them more at ease.  On another occasion a patient-provider 
interaction helped calm the nerves of this pregnant woman: 
Before she was on the table he was reviewing her chart and she said “Doctor I’m 
very worried—I had a bad dream about my baby last night and this is the first one 
so I am very worried, you know?”  Provider said “This is very common and very 
normal for pregnant women to have bad dreams. It does not mean there is 
anything wrong with your baby, it just means you are worried. Don’t think it 
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means anything.” I thought this was a nice response that didn’t single out 
Chuukese women and dreams.  
--Field Notes February 15, 2013 
 
In Chuuk, dreams have significant meaning attached to them, a fact that providers do not 
necessarily know.  However, this provider did not point out that this was an irrational thought or 
something “cultural,” but tried to calm her based on experience with women having dreams like 
this regularly during pregnancy. 
THE BAD PROVIDER 
Not all providers were created equal, however and I did witness some bad interactions.  
They were not frequent enough for me to originally consider it a theme.  However, after further 
analysis, I recognized that the circumstances allowing for such poor treatment by one provider in 
particular and substandard treatment by another are relevant to the circumstances of these 
clinics.  In particular, the low wages, lack of overall providers in Guam, and difficulty hiring 
people through the Government of Guam system creates a severe shortage of providers.  So, 
regardless of how well or how badly a provider treated patients, the providers are very unlikely 
to be fired or even reprimanded.  In general, it was obvious that these clinics were merely lucky 
to have mostly nice providers at the time, but that the structural constraints in Guam allow for 
bad providers too.   
The “bad provider” to whom I refer, was a person who expressed great resentment 
toward patients, accused them of lying regularly, laughed in their face,  made fun of them for not 
understanding, and very clearly let personal politics and racism impact quality of care.  The 
nurses who worked directly with the provider were similarly unfriendly with patients, which was 
also a rare finding perhaps facilitated by the environment this provider created.  This provider 
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made it difficult for me to maintain my demeanor on a few occasions such as a week in April, 
when the provider was being particularly unfriendly: 
 “Today you need to take tests that cost money.  Did you bring money?”  Silence 
from the interpreter and the patient. “When she got pregnancy test did you go 
with her?”  Interpreter [patient’s aunt]: “She hasn’t.”  Provider: “Clearly she 
has because she’s here. [Pause]. She got a peepee test here when she was 
pregnant?”  The woman didn’t respond. I think she was trying to translate in her 
head, as her English wasn’t much better than the patient’s English. “Oh yeah.”  
The provider waited.  The provider asked, “So do you have the money?  You 
should because the medical social worker told you about it on your first visit.” 
The provider asked again, “So will you be doing tests today?”  The interpreter 
looked at the patient, but it was clear she didn’t know what to ask.  The provider 
said “My friend, don’t think for her, ask her.  Do you live with her?  Did she 
bring money today?  How much money does she have today?” The interpreter 
said something in Chuukese (I couldn’t make out) but then she didn’t give the 
provider an answer at all.  So then the provider looked at me.  I’m not sure if she 
wanted my help or was just expressing frustration.  So, I said “fite moni ikenai? 
[How much money you have today]” The girl said “Eseor” [there is none].  I 
said “There is no money today.” So, the provider lectured: “These labs are very 
important.  We don’t know if she has low blood, or infection, or cancer because 
she needs these tests.  How can we know if you refuse to get the tests?  It’s not 
that much money.” This provider went on for a few more minutes.  I felt like I had 
just witnessed a shakedown from a loan shark. 
--Field Notes April 26, 2013 
 
This provider regularly lectured patients about bringing the money.  Each time they did not have 
it, patients received a lecture on the importance of the tests the money buys.  The provider also 
made comments about the patients “not wanting to” as if they had all this money sitting at home 
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and were purposely not bringing it.  There was also great frustration expressed about their 
language skills, which often led to sarcasm toward patients such as on this occasion:  
“If the baby stops moving, water bag breaks, bleeding, you need to go to the 
hospital.  It is very very important.” Patient says “When?” Clearly, the patient 
didn’t understand the very quick “Baby stops moving, water bag breaks, 
bleeding” part. The provider started laughing at her. Really! Laughing!  Then 
responded: “Well I don’t know.” The patient waited, but the provider said 
nothing to clarify. The lady said “I’m sorry what you say?”  [Same speed] “If 
there is bleeding, water bag breaks, baby stops moving, go to the hospital.”  The 
lady said “Ohhh ok.”  She might have understood that time but I’m not one 
hundred percent sure.  She may have just been ready to leave this awkward 
interaction.  
--Field Notes April 25, 2013 
 
After patients left, this provider often complained that if they wanted to live in America, they 
needed to learn English.  It was unacceptable that they would not understand.  This provider is 
worth discussing, despite being a “lone wolf,” because this person represents what can happen in 
resource-poor restrained clinics, and what does happen collectively at the lower-end low-paying 
HCWs on the front line.  The personal politics of HCWs, or more explicitly, discrimination did 
get in the way as described by some of the more concerned HCWs.  My interview notes from 
Brian’s interview demonstrate this well:  
He also talked about PH as a whole; that some people are just not friendly, 
specifically to the Chuukese.  They complain about how they just come here for 
food stamps instead of putting it into perspective that they really come for a better 
life. He said: “We sometimes get into this mindset of judging them and blaming 
them instead of doing what our job is: helping them.”  
--Interview Notes, October 15, 2013 
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Similarly, Sally, another HCW, explained her concerns with various parts of the clinic in which 
she worked, which I wrote in my interview notes: 
She also thought she had heard that one of the NPs was very strict and would turn 
someone down for being 15 minutes late.  She said “They just don’t realize how 
long people wait on them all the time.” She went on to talk about how the 
MIP/Medicaid/Food Stamp people have been known to be not very friendly, and 
some of her clients have asked to be moved to a different clinic because of it. She 
said the image of them as taking all the services is really bad and makes people 
be less friendly, “But they don’t realize how many of our very own Chamorro 
people use these services too.” 
--Interview Notes, August 20, 2013 
 
DISCUSSION 
A few clinic and hospital ethnographers have focused on the clinic or hospital in terms 
beyond the power of biomedicine, policy constraints, and patient-provider interactions.  
Andersen (2004) argued that despite the political and administrative contention that health 
workers suffer from an “attitude problem,” this attitude has received little attention in social 
sciences.  He spent more time focusing on the entire environment, and contends that this idea of 
an attitude problem is simplistic and problematic, inherently reverting to this assumption of the 
biomedical encounter as pure, objective and rational, and thus thinking of the workers as causing 
problems by bringing culture into it.  Andersen (2004) argues that "Differential treatment should 
rather be understood as a form of agency within a complex institutional setting" (2004) 
characterized by understaffing, poor working conditions, and resource deficiencies.  Indeed, I felt 
as if these workers—and the clerks especially—were exhibiting agency in the only way and with 
the only group they could.  In this environment, this may be how the most powerless health 
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workers are asserting their power to the only actors who have less power than them: the mostly 
migrant patient population.   
Lipsky’s (1980) seminal book Street-level bureaucracy: Dilemmas of the individual in 
public services analyzed how workers within bureaucratic institutions—what he refers to as 
“front-line workers” (e.g., police, social workers, teachers, etc.)—implement public policies but 
with time constraints and limited information available to them both from the policy-makers and 
the clients in need of services.  It is within these front-line-worker’s roles that the many 
necessary exceptions to policies are made, providing a certain degree of discretion in their work.  
According to Lipsky (1980), they must simplify their jobs and the people they serve to cope with 
the many demands in these regularly underfunded and overworked environments.  This 
simplification of people often takes the form of stereotyping individual clients to simplify their 
workload—and often engaging in victim-blaming when problems do occur or when justifying 
their behaviors (Kingfisher 1996)—something I certainly observed among the clerks but also the 
“bad provider.”   
The resource scarcity causing such a hectic, rushed environment thus leads to what López 
(2005:26) describes as “de facto disentitlement” or what Danz (2000:1006) explains as 
“bureaucratic disentitlement,” in which people are disentitled from what is legally in their right 
through the withholding of information or provision of misinformation, requiring of extra 
documents, or isolation of particular applicants.  All of these practices were described by women 
as occurring in the Guam Medicaid/MIP/ SNAP offices, and I observed such practices in the 
clinics. 
Within clinic-based work, some researchers have distinguished between those who are 
caregivers versus those who are truly front-line workers (Bridges 2011; Marrow 2009, 2012; 
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Walter and Schillinger 2004; Weiner, et al. 2004), while others just alluded to this in describing 
the powerlessness with which particular agents of a bureaucracy felt in their often low place in 
the hierarchy of the organization (Kingfisher 1996).  This sense of powerlessness, coupled with 
paranoia that patients are often lying (Bridges 2011; Kingfisher 1996) or stupid (Bridges 2011) 
helps to justify their differential treatment and stereotyping of clients, especially among the 
lowest-level HCWs.    
In a recent ethnography of a public hospital in New York, Bridges (2011) described a 
similar context in which what she deems the “ancillary staff” are not just reflecting the larger 
community, or practicing “bureaucratic disentitlement” but also trying to distinguish their 
position from their patients:  
The ancillary staff’s proximity (in terms of racial ascriptions, immigration 
histories, and socioeconomic status) to the stigmatized and scorned patients they 
assist […] goes a long way toward explaining the ancillary staff largely figuring 
[…] as overwhelmingly negative forces with which patients must contend […] 
Furthermore, that behavior should be understood as a rational mechanism that 
distances the actors from the discursively maligned patients they serve. [2011:36] 
 
Similarly, the local population makes a great effort in Guam to distinguish themselves from their 
regional migrant neighbors who are “backwards” and poor, and not part of the U.S., while 
grappling with their own very ambiguous and second-class citizenship and relationship with the 
U.S.  Furthermore, clerks (technically all HCWs when compared to the parallel workforce in 
private clinics) are very underpaid and often on assistance themselves—as with a majority of the 
Chamorro population in Guam—leading to great frustration at these migrants invading their 
community and resources.  In reality, the post and neo-colonial environment and sanctioned 
migration by the U.S. has created this scenario of a poverty-ridden indigenous group and an even 
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more poor migrant group interacting and feeling as if they are competing for resources in this 
small island which is the “richest in Micronesia” and yet the “poorest of the United States.” 
SUMMARY 
 This chapter has provided a glimpse into the structures, social context, and experiences of 
both the HCWs and Chuukese female patients in the context of Guam’s publicly funded clinics.  
In this chapter, I first outlined the structure of Guam’s public health system as it relates to 
women’s health, then proceeded to the major themes of this clinical ethnography.  In particular, I 
found two major areas of concern for providing optimal care for Chuukese migrant women: 
Access (Getting in) and Interactions (Being there).  Many issues within access and interactions 
intersect, such as language and transportation issues, appointment availability, and clinic 
environment.  Major barriers to care were primarily structural, which then created a social 
context of rushed, anxiety-filled and frustrated HCWs and patients.  The social and individual 
factors intersecting with these structural issues such as Chuukese confidentiality and politeness 
further exacerbated this scenario.  Yet, despite the many issues I encountered in these clinics, 
there were genuinely caring HCWs attempting to do the best they could in the circumstances 
they were given, as well as motivated administrators actively working to circumvent structural 
issues in creative ways that improve access and quality of care.  What is missing from this 
chapter is an equally in-depth examination of the hospital, which is often where both the women 
who went through these clinics and the women who never gained access end up.  Further studies 
examining the context of the hospital would add a more holistic picture of health care in Guam 
for Chuukese migrant women.  
 This chapter has presented many ways in which Chuukese women’s reproduction is 
stratified in Guam clinics, with significant attention to the problems of these clinics which may 
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contribute to women’s disproportionately poor reproductive health outcomes.  This, however is 
the better option for the majority of Chuukese transnational women, unless they have the 
privilege of having more money to get to a U.S. state in which health care is better.  In order to 
understand how an environment fraught with tension, confusion, and barriers is the better option, 
it is necessary to gain a better understanding of the alternative.  The following chapter will 
provide a brief overview of the Chuuk alternative and how women negotiate their bio- and local- 
medical care.     
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CHAPTER SEVEN 
THE ALTERNATIVE TO GUAM: CHUUK HEALTH CARE AND LOCAL MEDICINE 
 
There is a real sense among people in Chuuk that rates of life-threatening illness 
and death have skyrocketed at an alarming rate. Beyond these non-communicable 
diseases, they attribute the growing number of deaths to poor post-partum care of 
mothers and newborns, extremely high rates of male suicide […] various forms of 
domestic violence […] coupled with the near total collapse of the health-care 
system, which forces people to go without medical treatment, seek care off-island 
on Guam or in Honolulu (nowadays at their own expense), or turn to traditional 
medicine (safei) and religion… [Dernbach 2005:298] 
     
Chuuk has been suffering from infrastructure problems which have only grown since the 
implementation of the Compact of Free Association (COFA) in 1986.  This neo-colonial 
agreement has led to a steady decrease in education, water quality, sanitation, and access to 
health care.  During my 2013 stay in Chuuk I learned that Dernbach’s (2005) description is still 
quite accurate.
90
  
This chapter will briefly discuss the Chuuk State Health Care system as both I and my 
participants experienced and perceived it.  First, I will describe the health care system and where 
people access certain types of care as it relates to sexual and reproductive health.  Then, I will 
discuss the hospital and public health sector specifically, connecting my observations to 
                                   
90
 There are a few notable improvements. First, Wééné’s incessant power problems have finally been fixed and as 
many Chuukese like to brag, they now have better, more consistent power than Pohnpei (the FSM capital). Second, 
the road project that has taken over a decade was in the final stages (for the main areas, at least) when I was there, 
although many parts are still unfinished. This will significantly improve access to places like the hospital, especially 
since the port-hospital section is nearly complete with sidewalks.  
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women’s perceptions of the available care.  This is an important component to highlight why 
women seek care in Guam and what type of health care system they are accustomed to in Chuuk.  
Finally, I will discuss how women negotiate local and biomedical illnesses and solutions in 
Chuuk’s medically plural environment, and how these bio-local medicine negotiations continue 
in Guam. 
CHUUK STATE HEALTH SYSTEM 
The Chuuk health care system consists of three components: a public health sector, a 
hospital, and dispensaries.  First, the public health sector (one building) is housed across from the 
hospital and focuses on prenatal care, STD/HIV prevention, family planning, immunizations, and 
NCD-control.  Second, Chuuk has one hospital which was built in 1969, and is considered to be 
in “serious disrepair” (Feasley and Lawrence 1998:117).  Third, other health care facilities 
outside of the main island consist of dispensaries, which range from actual small clinic-like 
scenarios to a medicine cabinet in someone’s home.  Supply shortages are common and chronic 
in all three sectors (Feasley and Lawrence 1998; FSM 2010, 2012).  The dispensaries are meant 
to assist people with health problems in the islands, but any emergent care or acute illness 
requires a boat trip to the hospital.  Yet, it is estimated that 30 percent of FSM residents cannot 
access hospitals due to the long distances from island to island (Diaz 1997).  As one participant 
explained to me, she likes Guam because when things happen—whether they are crimes 
(needing police) or health emergencies (needing the hospital)—she knows she can get 
somewhere fast.  She thought too many people died on a boat en route to Wééné and even if they 
got there, other issues often impacted quality of care.   
 
 
249 
 
CHUUK STATE HOSPITAL 
Moral (1996) and Dernbach (2005) described the Chuukese association of their hospital 
as a place people go to die, something I found as well.  Despite Wééné’s overall improvements, 
there is still a great need for a new hospital.  The hospital is actually in worse shape than it was 
in the 1990’s (Moral 1996) or early 2000’s (Dernbach 2005), as the building has deteriorated 
more and there are holes in most wards’ walls and ceilings.  These holes lead to a major rat (and 
cat) problem in what should be a sanitary environment.  In terms of water sanitation, one 
participant informed me the water tanks at the hospital have four feet of dirt built up.  More 
frequently than dirty water, there is just no running water.  As one participant, Maureen 
explained: 
When I was admitted last year I said “Can I go home because at least at home my 
place is clean and doesn’t smell.” How can they make us better and keep us safe 
when it is so unsanitary like that? 
 
Yet, attempts to keep this deteriorating building clean prove to be rather futile.  Kaylyn depicted 
these conditions well:  
You know I had relatives who […] had extended stays at the hospital and, I mean 
it’s […] there was only certain hours for water so, it [food bowls] became like 
really really smelly and it’s like right across like the rooms [...] And trash, and 
like the bathrooms were new, but it was just like because there was scarcely any 
water it was so unkempt, so dirty, and then there was like, you know we’d be 
sleeping and “meow meow” you know there’s like, cats you know?[…] So, um it 
wasn’t, it’s not a very pleasant experience […] They try to keep it like as clean as 
possible and stuff […] but it’s uh, it’s just I think it’s really hard, to […] and you 
don’t, I mean add the sick, the, the diseases you have there like you have diabetes, 
heart disease and all that, cancer, there’s no specialists, there’s no medicine, 
even if, there’s no medicine, like I mean zero, you know?  
 
Beyond the building itself being in shambles, there is minimal medical equipment as Kaylyn 
described, but the building condition does not support the purchase of new medical equipment, 
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even if the hospital could afford it.  There are plans to build a new hospital in 2015, but HCWs in 
Chuuk told me these plans have existed there for years, so they are skeptical about their 
implementation.  Until this happens people who can get the funding to leave Chuuk for any 
serious healthcare issues do.  Kaylyn put the whole situation into perspective pretty bluntly: 
Um, health care in Chuuk, me, I think if someone is sick with like a serious illness, 
in Chuuk they are gonna die.   
 
She continued:  
That’s just the way it is, yeah, you know?  My uncle, I have my uncle he’s been 
like living in Hawai’i for like six years, he’s got, it’s either diabetes or some like 
major illness or disease, and every year he asks and asks my mom “Can I please 
go back to Chuuk?” and my mom just wouldn’t let him and finally after six years 
of asking my mom’s like “Ok, you can go” [...] I remember telling all my cousins 
I’m like “We need to start collecting money cause he’s gonna die” [laughs] you 
know?  Yeah, I mean, but I mean that perspective is based you know, what, my 
experiences. 
 
As Kaylyn depicted, the building is deteriorating and so dirty, even when nurses try to keep it 
clean, the building condition itself continues to bring filth.  There are limited resources, medicine 
shortages, and no specialized providers for very prevalent issues like diabetes.  Further, she 
analyzed how this terrible situation leaves the “worker attitude” that many women experienced, 
an attitude that Kaylyn succinctly understood as a response to their environment: 
Um, and, and I think the workers tend to act like, uh, the people here [Guam] at 
public health [laughs]! Yeah!  I mean I guess, I guess the point of this, this thing, 
I mean it’s kind of like light bulb is going into my head but I’m guessing it’s you 
know without the resources, really, what the hell can you do?  You know?  I mean 
you can only do so much, I mean who is going to take pride in working in an 
environment like that? 
 
I too discovered the similar frustrations and “attitudes” were prevalent in the Chuuk health care 
system as they were in Guam, but as Kaylyn said, HCWs are often surviving terrible work 
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conditions.  Many of them—frustrated or not—are simply doing the best they can with limited 
everything.  Finally, as Kaylyn also explained, there is much gossip about the quality of care and 
people don’t trust the providers: 
You know, they, they have their babies at home, or they come up and uh, have 
them up there, but, I mean there’s some like scary stories that you hear like you 
know they actually leave something inside, or yeah with C-Sections, and, there’s 
just like, horror stories. 
 
Thus, many women choose to give birth on their home islands.  Giving birth at home as opposed 
to the hospital certainly does not rest solely on the conditions of the hospital; many women see 
the value of giving birth in the comfort of their home with their kin and sleeping in their place.  
However, if women want biomedicine, many feel that option is unavailable in Chuuk.  Yet 
Chuuk State Hospital is the only option for women who are worried about their birth and cannot 
collect funds for Guam, Saipan, or Hawai’i.  This scenario is the same for other reproductive 
health surgical needs; Chuuk is an option, but a scary one.
91
 
CHUUK PUBLIC HEALTH 
The public health system’s main facility is located directly across the hospital (the same 
property) and people generally do not differentiate it in terms of naming it all “the hospital.”92 
Many women, regardless of their choice to birth at the hospital or home islands, sought prenatal 
care at the public health clinics, tacking the visit onto already planned visits to Wééné for 
shopping and other needs.  According to several women I interviewed, prenatal care has been 
utilized regularly by many families living in islands close to Wééné since at least the 1960’s. The 
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 While some women do not trust the doctors and surgeons, many others recognize that regardless of skills, they do 
not have the tools, medicine and environment necessary to provide optimal care, but are doing the best they can. 
92
 This has led to some considering the large representation of Chuukese migrants at GMH ER as a result of them 
“not knowing what public health” or preventative care means.  While this may be the case, I imagine a lack of 
insurance and not knowing where to go besides the hospital may be more accurate.  These migrants are not 
completely healthcare illiterate, they are simply learning about a new place’s health care. 
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women I interviewed were often sent to the public health clinic by their mothers to get checked 
and obtain vitamins, and had to report back when they returned.  
During my time in Chuuk I followed women at the public health facility seeking prenatal 
care or STD/HIV screening, or both.
93
  On the day scheduled for prenatal initial exams, one 
provider sees 20 to 40 women plus her high-risk re-check patients.  On normal re-check days for 
low-risk patients, 40 to 60 patients are seen plus a few random initial exams of women who 
cannot get to Wééné on the right day.  The hospital-based women’s health providers are expected 
to help if they do not have patients at the hospital; I witnessed this happen once in several weeks.  
Consequently, with the one assigned provider, women move through that place like cattle.  My 
field notes demonstrated this very fast movement with very limited talking. “Next! Ok Next! 
Next!”   
The conditions of the public health building are much better than the hospital, but still not 
up to date or completely clean.  The waiting room couches have tears and rips—clearly having 
seen better days—and mice have been found living inside them.  Medical equipment is minimal, 
although recently they acquired an ultra-sound machine.  Unfortunately, it has broken already, 
leaving just the one ultrasound at the hospital to be used for suspicious cases and concerns (but 
not as routine care).  The examination tables are decades old.  What is particularly unnerving in 
this environment is that the sheet used to cover the exam table to protect patients from sharing 
germs is never changed.  In fact, I saw this sheet changed one time during two months when a 
visible blood stain was left by a patient.  Most women keep their skirts on to offer more 
protection.  See Figures 7.1 and 7.2 for photos of the Chuuk public health clinic. 
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 STD/HIV screening is required for prenatal patients. 
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Figure 7.1. One of Two Clinic Examination Rooms 
 
Figure 7.2. Prenatal Patient Waiting Room 
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 Regarding patient-provider interactions, I did get the impression that women exhibited 
more agency than in Guam.  They were still generally deferent to the HCWs, but just a little 
more comfortable.  One example highlights this well:  
The woman who did not want to go to the hospital was really interesting. She just 
refused. She kept saying no when the nurse and the doctor kept trying to get her to 
change her mind. She just wouldn’t have it. She was pretty high risk since she 
wasn’t taking her BP [blood pressure] medicine and her BP had gotten really 
high. She didn’t speak much English but she understood “admitted” and wanted 
nothing to do with it.  
--Field Notes, August 6, 2013 
      
The difference between this encounter and my experiences in Guam is not necessarily a woman 
making choices, but a woman voicing them.  In Guam, some women refused to listen to doctor’s 
recommendations, but they smiled and said “ok” and just never returned.  Here, this woman said 
“no!”  The reason for her speaking up could also be as simple as the physical proximity to the 
hospital in this case (making it difficult to lie), however I did witness other women asking 
questions and demonstrating a small amount of agency in these encounters.  Otherwise, some of 
the same issues impacted care in Chuuk as they did in Guam; namely, language, transportation, 
provider availability and confidentiality concerns were of primary importance. 
Language  
Another important element of the field note above is that the language barrier 
experienced in Guam is not necessarily removed by being in Chuuk; the primary prenatal care 
doctor in Chuuk is Filipina. While she is making an effort to learn the language, most 
interactions happen in English or with the assistance of a nurse translating.  The difference of 
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course is that there is always someone to translate, but many women are moved through too fast 
to ask questions anyway. 
Transportation and Provider Availability  
Women are moved too fast because of the most significant barrier I witnessed: the lack of 
bodies, or people to provide health services.  For example, I witnessed what happens when this 
one provider is out sick one day: over 40 women were sent home.  For many of these women 
home is not just down the street; this means they may not get another chance for weeks to 
receive medical attention, or they may have to unexpectedly find relatives to stay with, hoping 
that the provider is well the following day.  When comparing Chuuk to the transportation barriers 
in Guam, Guam’s issues appear to be much less severe since at least people are trying to get 
around just one island.  With over 20 inhabited islands stretching over (and outside of) a 200-
square-mile lagoon, people have to find and pay high prices for boat rides and gas to fuel boats 
just to get to the doctor.   
Similarly, there is a nursing shortage that greatly contributes to inadequate patient care.  
The nurses are notoriously late (hours late) and are often no-shows.
94
  The conversation about 
nurse behaviors and attitudes was a constant one during my time in Chuuk; head nurses 
constantly complained that the behavior does not change despite repeated warnings to those who 
are tardy or absent.  With the shortage, however, these nurses are not replaceable and seem to be 
able to get away with anything.  There are several open positions for the hospital and the public 
health system which Chuuk literally does not have enough bodies to fill at any given time.
95
  I 
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 Sometimes these nurses encountered the same transportation barriers, getting stuck on their home islands and not 
making it to work.   
95
 This shortage is often discussed as a “brain drain” of Micronesia’s most educated (see, for example Hezel and 
Levin 1990). 
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was often pulled out of my clinical observations to help with various tasks, grant writing, and 
meetings just because I was another body there.  The lab has a similar issue of not enough staff.  
In addition, providers, nurses, and lab techs do not have all the supplies they need to do their 
jobs.  Everything is in need, as Rayna (an HCW in Chuuk) explained:  
Barriers is like uh, like, insufficient staff, uh, you know, we, really uh, most people 
are, uh, not so many staff where people are coming to their work, mmm, quality of 
working.  Mmm.  Our, another problem is our laboratory.  What they can and 
what they cannot provide us.  Um, also very slow in a, providing the services […] 
when there aren’t enough to, to provide the service […] . Yeah, not enough 
doctors, yeah.  So, so many challenges, Sarah. 
 
Rayna’s words had the weight of the world.  She was a positive person, but when we talked 
about “challenges” or “barriers” (buzz-words she adopted from years of CDC training), the list 
was never-ending and always sort of trailed off into a black hole of impossibilities. Where do 
you start when there is not enough of anything and there is no money available to change that?  
Chuuk is eligible for CHC funding just like Guam, but having the necessary infrastructure and 
people power to actually run a CHC may be a bigger challenge.   
Confidentiality 
In addition to the demoralized health care staff, deteriorating buildings, and supply 
shortages, another issue prevented women from accessing health care in Chuuk: confidentiality. 
Not surprisingly, just as Chuukese women in Guam were hesitant to seek health care among 
other Chuukese, people did not trust the Chuukese health care workers in Chuuk to keep their 
secrets.  One non-Chuukese HCW even confided that women come to her and tell her how good 
they feel that she is not Chuukese and so they can trust her.  Researchers have argued that this 
western concept of confidentiality needs to be taught to largely health-illiterate patients coming 
from Chuuk (Hattori-Uchima 2013), but in my experience it is not just the patients who are 
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concerned about this confidentiality issue.  As one nurse, Bella explained to me in her interview, 
while rolling her eyes:  
Everything is confidential but you know in Chuuk paper stays here but the word of 
mouth doesn’t. You know, people talk. 
 
This was not an isolated comment.  Another HCW, Lizzy told me:  
Confidentiality doesn’t exist in Chuuk. You know we read and sign this paper, but 
it doesn’t mean anything.  
 
These providers were “western” bio-medically trained.  Thus, the suggestion that people need to 
learn “western” concepts of confidentiality to stop breaches of confidentiality and enhance 
patient trust are simplistic as best, and largely problematic.  So, yet another reason to leave 
Chuuk for health care needs is to deal with conditions that include sensitive topics such as sexual 
and reproductive health, something Rosie, Mary, and other women with enough resources 
choose to do regularly despite settling in Chuuk. 
LEAVING CHUUK 
Thus, many women left the entire state of Chuuk to deliver elsewhere—preferably in 
Guam—which is where my transnational health connection takes place.  My notes from Guam 
public health centers are full of examples of women who went to Guam to deliver and return to 
Chuuk, and in Chuuk I witnessed women asking for papers (lab results and proof of prenatal care 
documents) from their provider to board the plane.  When I asked women why they chose to 
leave, they said things like “a lot of babies die in Chuuk, and a lot of mothers” (Field Notes 
December 6, 2013).  Others described a bad experience with a previous birth, such as this 
patient:   
She came to Guam for this (third) pregnancy and I asked why she came if she was 
comfortable in Chuuk for the first two. She sort of smiled, made a face. Then said 
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“The first was ok, but the second, no attendant.” I didn’t have the heart to tell her 
how many women told similar stories of birthing with no attendant at GMH.  
--Field Notes November 6, 2012   
 
This “no-attendant” issue is certainly a reality, with only one birthing room and three physicians 
sharing on-call duties in the whole state of Chuuk.  When I was there, one of the three physicians 
was out sick for three months, another is not technically assigned to Labor and Delivery but must 
fill in occasionally in addition to full duties at the public health clinic, and the remaining 
physician was off-island for a few weeks for a conference.  This is why women like Mary told 
me, unprompted:  
If ever that I will have another baby I would prefer to give birth off island 
[…]Because I'm scared […] I would prefer to go to Guam […] it's closer [than 
Hawai’i or the mainland] and [...] the airfare is cheaper. 
 
It’s All Relative 
It is important to note that while there were certain themes in which everyone agreed 
such as the sentiment that Chuuk had a desperate health care situation and off-island care was 
ideal for major surgery, there were positive perspectives on Chuuk’s hospital coming from some 
women as well, as there are for Guam’s hospital.  Women’s individual experiences truly shaped 
their perspectives, which led to some women preferring Chuuk’s hospital.  Those who had 
family members working in the Chuuk health system were more comfortable there, and many 
were grateful it existed at all despite its limitations, like Jessica told me:     
That’s why it’s not good to stay [on home islands]. Some, they really brave to 
have, deliver baby on their island, you know? Just in our [island, house], they can 
deliver. But me, I’m scared of delivering in my house, you know, island. That’s 
why I always go to the hospital.  Because if they cannot come out, they cut, right?  
So the baby can go. That’s why one, one, my relative, like, she’s still young. She 
died of that, because you know the blood, very much come out.  
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Jessica did think Guam was better than Chuuk, but believed that Chuuk was still a functioning 
hospital that saved lives.  Others, like Praise, thought her home island was the number one place 
to deliver, comparable only to her experience delivering in Oregon.  She thought delivering at 
home was much more comfortable, and thus safer, than Guam or Chuuk Hospital.  She chose the 
Guam Memorial Hospital (GMH) for one pregnancy because it was going to be a C-section 
(because of a breech birth); otherwise she would have happily stayed home again and avoided 
the unpleasant experiences in both biomedical settings.  In fact, even in Guam Praise sought help 
from a local midwife to attempt to reverse the breech; a practice that half worked but also 
induced labor early. 
In addition, as I have indicated in Chapter Six of this dissertation, GMH is not an ideal 
hospital for Chuukese migrants, especially now that each family has relatives with birthing 
experiences in Oregon, Alaska, and other “nice” places (according to them).  Guam is like a 
compromise, just like it is for those who migrate for other reasons (see Chapter Five).  It is not 
perfect, but it is better than Chuuk.  As Kaylyn described after her recent visit to GMH:  
GMH[…] it’s not what it used to be or maybe because when I was younger I had 
like people who were like at GMH, I’d go visit them, because I was used to the 
hospital back in Chuuk, you know I thought it was like the cleanest, most sanitary 
place ever! But now, [at GMH] the walls are peeling, oh it was gross. 
 
Yet, Guam was a much cheaper plane ticket than Hawai’i or further away.  This was a 
community in which quality of care is very much stratified by the plane ticket you can afford. 
CHUUKESE WOMEN AND BIOMEDICAL KNOWLEDGE 
As I described in Chapter Six, HCWs in Guam indicate that Chuukese women are 
extremely health illiterate, an observation I corroborated after following patients in the clinic 
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environment.  The few researchers who have studied Micronesian health care access have 
concluded that this population is bio-medically illiterate (see Chapter Two).  Here, I am 
differentiating between understanding how the body works and understanding how biomedicine 
in general and preventative care, in particular, work.  I disagree with the notion that Chuukese 
women are bio-medically illiterate.  I witnessed several occasions in which a lack of the body 
processes was evident but not a lack of understanding of biomedical care processes (e.g., the 
value of prenatal care). 
In Chuuk, despite many challenges there were still approximately one hundred women 
being seen each week for prenatal care.  Women were getting some health care services, 
including prenatal vitamins, chlamydia (presumptive) treatment, and other basic prenatal needs.  
In Guam, another one hundred Chuukese women were in the clinics for prenatal or other 
women’s health needs each week.  Women knew the value of prenatal care, whether they utilized 
it or not.  Given my observations, I strongly argue against the assertion that Chuukese women do 
not know about prenatal care or biomedical systems of care.  Whether they choose to seek them 
out is a different story; one about agency in a medically pluralistic world.  
SAFEI: LOCAL MEDICINE AND BIOMEDICAL-LOCAL NEGOTIATIONS 
A recent dissertation study on Chuukese women’s health disparities discussed the use of 
Chuukese local medicine as a barrier to biomedical care (Hattori-Uchima 2013).  Several of 
Hattori-Uchima’s key informants (health and social service providers) expressed frustration with 
their Chuukese clients who delayed going to the hospital because they attempted local medicine 
first.  The perceptions of these informants clearly marked local medicine as a practice that should 
not be used, and one of the recommendations of the study was to educate the Chuukese 
community about the importance of using the Guam clinics and hospital (i.e., biomedicine).  I 
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believe these informants’ perspectives and the conclusion that education is needed require a 
more complete context and a better understanding of how people negotiate multiple medical 
frameworks. 
While it was not my intention to study how women negotiate local- and bio- medical 
worlds, this dual use emerged as a theme in this study, and thus, deserves some attention.
 96
  This 
section will provide an overview of “local” medicine (safei), then discuss the important themes 
related to women seeking multiple forms of care that have relevance to health care providers.  
Finally, it will contextualize these findings with a turn to global examples of medical pluralism.  
First however, I will provide a brief overview of the anthropology of medical pluralism. 
THE ANTHROPOLOGY OF MEDICAL PLURALISM 
Anthropologists have a long tradition of studying “non-Western” medical systems; early 
studies often paid particular attention to these traditions’ associations with the spiritual and 
religious realm and supernatural relations (Ngokwey 1988) and focused on the “primitive 
other”(s) (Ngokwey 1988; Worsley 1982).  During the late 1970’s and early 1980’s 
anthropologists began to critically evaluate this earlier literature and bring new ideas to the 
discipline about medically plural worlds.  Major critiques during this time were that: the older 
literature depicted these medical frameworks as bounded and thus not allowing for negotiation of 
multiple healing modalities (Kaptchuk and Eisenburg 2001; Leslie 1980; Orr 2012); they tended 
to use a social evolutionary framework, placing biomedicine as the most evolved (Ngokwey 
1988); they often ignored the power relationships embedded in different health contexts (Baer 
2003; Leslie 1980; Orr 2012; Worsley 1982); and they did not recognize the unique cultural 
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 This section is also intended to contextualize the many occasions in which local medicine was discussed in my 
interviews with women (see Chapter Eight).   
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traditions embedded in biomedicine, instead considering it as a “culture-free” scientific method 
apart from “the rest” of the healing traditions (Erickson 2007; Lock and Nguyen 2010; Worsley 
1982).  Further, Worsley (1982) depicted the use of the term non-Western as “arrogant, residual 
ethnocentrism”—or implying something common in all biomedical systems—both of which he 
argued were problematic (315). 
Emerging from these critiques was a clear assertion that biomedicine is equally “cultural” 
(Erickson 2007; Lock and Nguyen 2010), which led to many examinations of the language, 
rituals and practices embedded in the biomedical cultural system (Lock and Nguyen 2010).  At 
the same time, the term medical pluralism came into popular use to denote what many 
anthropologists were seeing: people living in and using multiple healing systems in the same 
space and time (see, for example: Crandon 1986; Janzen 1978).  This is what I found with 
Chuukese women in Chuuk and Guam. 
Since this reconsideration of medical pluralism, anthropologists have consistently linked 
power relationships to how these multiple healing etiologies co-exist (see, for example Baer 
2003; Belliard and Ramirez-Johnson 2005; Broom, et al. 2009; Crandon-Malamud 1993; 
Frankenberg 1981; Lambert 2012; Leslie 1980; Stevenson, et al. 2003; Waldram 2000; Wentzell 
and Salmeron 2009; Zhang 2007).  A common theme in this body of literature is how the 
hierarchy of healing systems renders non-biomedical traditions less- or not- legitimate, and often 
with state support in various ways.  Frequently using India or China as examples, anthropologists 
have depicted how even when there is formal state support of non-biomedical systems which 
technically promote positive integration, these state entities often serve to perpetuate a hierarchy 
of healing systems, as biomedicine is always given precedence in policy, regulation and practice.  
In these systems, integrating indigenous medicines serve the state to officially demonstrate the 
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public state-support of indigenous traditions (Baer 2003; Barrett 1996; Broom, et al. 2009; 
Frankenberg 1981; Lambert 2012; Leslie 1980; Stevenson, et al. 2003; Worsley 1982; Zhang 
2007) and supplement the care system in an environment that cannot support the high costs of 
biomedicine to serve the entire population (Baer 2003; Broom, et al. 2009; Frankenberg 1981; 
Lambert 2012; Leslie 1980; Worsley 1982; Zhang 2007).  Yet, inequalities continue to play out 
at the community level in places with state-sanctioned integrated systems as well as those state-
systems only supporting the biomedical system; this is often demonstrated by who seeks care 
where and who has access to which kind of medicine (Baer 2003; Belliard and Ramirez-Johnson 
2005; Broom, et al. 2009; Crandon 1986; Frankenberg 1981; Green, et al. 2006; Lambert 2012; 
Leslie 1980; Orr 2012; Wentzell and Salmeron 2009; Worsley 1982).  Depictions of small (poor) 
rural areas using non-biomedicine and urban elites utilizing biomedicine are common throughout 
the world (Baer 2003; Broom, et al. 2009; Crandon 1986; Frankenberg 1981; Lambert 2012; 
Leslie 1980; Orr 2012; Worsley 1982).  This scenario perpetuates the social inequalities in 
communities and creates a hierarchy of care, again placing biomedicine on top (Baer 2003; 
Broom, et al. 2009; Frankenberg 1981; Lambert 2012; Leslie 1980; Waldram 2000; Wentzell 
and Salmeron 2009; Worsley 1982).   
Some scholars have critiqued these structural analyses, however.  Orr (2012) argues that 
while political-economic inequalities and issues of access are of great importance to consider 
when assessing medical pluralism, only considering these issues removes the agency in which 
people negotiate and move between multiple systems.  All of this literature on medical pluralism 
is relevant to my findings in Chuuk, which I will discuss.  First, however I will provide an 
overview of Chuukese “local” medicine. 
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BACKGROUND ON “LOCAL” MEDICINE 
The Chuukese community overwhelming calls all things related to Chuukese medicine, 
sorcery, magic, and spirits “local medicine” (safei) as opposed to “hospital medicine” (sefein 
piiuiing)—the word safei (medicine) is used either way.  The use of “local” in front is as a catch-
all term to separate it from the hegemonically powerful biomedicine.  
Very little work has been conducted on the Chuukese ethno-medical system to date, 
except a 40-year old dissertation (Mahony 1969).  In Chuuk and among Chuukese in Guam, 
spirits and moral transgressions are often believed to cause illness, injuries and deaths.  Local 
medicine exists on a continuum of beliefs and practices that also include sorcery, magic, 
protection spells, spirit possession, and—more recently—Christian prayers, rosaries, holy water, 
and even the occasional Ouija board
97
 (Dernbach 2005).  Thus, getting sick may be a result of 
many things: angry ancestor spirits; non-ancestor spirits (good and bad) from the ocean and other 
natural elements; a person working too hard; behavior transgressions or more recently, germs 
(Mahony 1969; Petersen 2009).  Both biomedical and spiritual explanatory models are used to 
understand illness (Gladwin and Sarason 1953; Petersen 2009).   
There is a hierarchy of medicine as there is a hierarchy of illness. Chuukese medicine 
ranges from ordinary needs of children that all women know how to concoct, to very important, 
treasured, and protected knowledge held by few men or women about particular spirit powers or 
illness cures (Dernbach 2005; Mahony 1969).  Most adults have some knowledge of particular 
needs, but there are specific families and individuals who hold the most powerful magic and 
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 Dernbach describes this vehemently Christian community as being influenced by missionaries in different ways in 
regards to the biomedical-local medicine realm.  She describes the protestant missionaries and current evangelical 
churches as being very much against all forms of local magic and medicine while the Catholic Church has been 
much more liberal with these types of practices.  Mahony (1969) and Dernbach (2005) agree, however that everyone 
is considered a possible sorcerer or practitioner despite their religious affiliation.  I imagine this means the protestant 
groups both gave up some of their spirit knowledge and also hide much of it from the churches. 
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healing knowledge.
98
  Symptoms and a person’s recent behaviors are used to diagnose the 
patient, such as what “bad” behaviors this person performed recently (e.g., having sex right 
before going into the sea, offending a family member, etc.).  Once the practitioner or diviner 
figures out what is afflicting the person, the medical treatment proceeds (Mahony 1969).  
Ways of determining treatment, collecting ingredients, and treating people are complex 
and intricate, decided depending on the needs of the individual and the spirit power associated 
with the ailment and/or cure.  Treatment may include chants and prayer, presenting gifts to 
offended ancestors, and medical application through: smoking (squatting over smoke), hot rubs, 
hot compresses, hot copra oil squeezes, boiling (and drinking the concoction), roasting, spraying 
onto area, sweeping (fanning medicine), cold squeezes (of oils and medicine), oil-medicine 
mixture rubs, and baths (Mahony 1969).  Massage (rewa) is also part of this framework and 
practitioners use massage for a variety of needs, from injuries and broken bones, to alleviating 
constipation, to resetting the uterus
99
, improving fertility and other female-specific needs 
(Mahony 1969).  Treatments are very secret and it is rude to ask how and what people used for 
their treatment, because there is always paranoia about someone using that medicine against the 
person to hurt the “patient” more (Mahony 1969).  The practitioners are also very guarded about 
their treatments, discarding the used medicine in secret hidden places (Mahoney 1969). 
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 This is still a primarily oral tradition, although one family is publishing a small volume on the everyday medicinal 
treatments and some young people are attempting to take notes or record their elders when they are ‘the chosen 
ones’ to learn the treatments.  Kaylyn’s husband for example is learning from his uncle and has a notepad with him 
every time he sees the man.  Some of the women I interviewed were taught certain treatments by their mothers or 
other relatives. Of these women, some practice and others express disappointment at forgetting what they were 
taught. There is a community sentiment that much traditional knowledge—spirit based and otherwise—is getting 
lost as it is in much of the world. 
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 Mahony (1969) explains that: “Trukese women believe they may become ill when their uterus moves around and 
gets out of place.  The uterus is regarded as the source of monthly bleeding, the place where babies come from, a 
body part that moves all around and even falls down—the origin, in short, of many mysterious female anomalies.” 
(209).  
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  When a specific treatment or remedy does not work, everyone involved decides it must 
be the wrong diagnosis and goes back to the first step (Mahony 1969).  Further, the treatment 
may be primarily in the spirit realm or include a mixture of spirit-assisted healing as well as 
biomedical treatments.  Even during the time of Mahony’s (1969) work, hospital medicine was 
sometimes that next step depending on the ailment and divination.  Mahony (1969) indicated that 
some diviners were beginning to determine whether illnesses were hospital-based or local-based 
in the initial divination/diagnosis, which I found to still happen.  Local medicine and hospital 
medicine were not mutually exclusive according to Mahony (1969), nor are they today.   
Local medicine is based on the principals that ensure cures rather quickly (a few weeks at 
best) or else the treatment is considered wrong, prompting people to move forward with other 
options (Mahony 1969).  As Mahony (1969) concludes, this explains why many patients will not 
continue medicine for diabetes and other ailments that require continuous ongoing life-long care 
without complete relief, and why people sometimes leave the hospital early if they feel treatment 
is not working.  They believe the correct medicine should not take long to work, a sentiment I 
must agree is very reasonable.  Why keep going back when they clearly have not figured out a 
safe way to manage or cure it? 
 Given the state of biomedicine in Chuuk, local medicine is often considered the better 
choice for many ailments, and even in Guam it is commonly used.  Sometimes these decisions 
are made based on effectiveness, sometimes because people do not have access (such as a car or 
boat).  Regardless of the reason, a negotiation and an active decision is made for every medical 
problem.  What I only began to understand and inquire about was how this works when you no 
longer live in Chuuk.  
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BIO-LOCAL NEGOTIATIONS IN GUAM: WHICH ONE OR BOTH? 
My interactions with Chuukese women in Guam led to frequent discussions of their 
choices regarding local medicine versus biomedicine, and more frequently using both.  Eryna, 
for example, paid practitioners on several islands for weeks to try to cure her husband, and when 
all failed, she took him to the hospital and got him sent to the Philippines for surgery.  That did 
not work either, and he died.  Siera told me how her first husband died: magic from a scorned 
girl he got pregnant but did not marry.  He stayed with Siera and kicked the girl out (one of her 
relatives) so the girl’s (immediate) family put magic on him to kill him.  Siera tried everything to 
make him well: went back to Chuuk for local medicine, went back up to Guam for biomedicine, 
and reached out to a Filipina suruhana
100
 in Guam.  The suruhana knew who made him sick but 
could not cure him.  
The women I just described chose both types of medicine, but sometimes there were 
reasons not to trust biomedicine.  Jasmine told me about a baby whose arm was probably going 
to be amputated by the hospital doctors, as the blood flow was cut off and the doctors did not 
catch the problem in time.  She was appalled by these biomedical professionals believing this to 
be the right decision, and sad the young family did not have relatives who knew what they were 
doing to fix the arm themselves earlier.  As she lamented about her stressful day learning about 
this baby, she began to tell me her own stories of healing her family members; particularly, her 
children’s injuries:  
…and then there was Marley. Marley he was, uh, holding up the engine of the 
machine, of the, Nissan? They were, pulling it up but those three guys, they use a 
rope to tie it on a, pole?  And he was the one who, was uh, carrying it up, and the 
rope broke. And it hit his! Oh my goodness! He was screaming! And everyone 
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 Suruhanas and Surhanus are the names used in Guam for traditional Chamorro practitioners.  While this woman 
was Filipina, Siera used the local term to describe her status. 
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was really jumping in to move that thing away from him.  But really, all the, thing 
over here [pointing to thighs, groin] was black, like this! And they carry him. The 
thing was swollen up.  I said “Oh my gosh.  Oh my gosh.” So I was using […] A 
lot of oil, and I was using the leaves[…]First I used leaves, but he still scream 
“Mom, don’t touch it, don’t touch it” and I said “We’re going to still do it”[…] 
The poor one was yelling, and I said “You can feel it?” “Yes, it hurts!” and I said 
“See that’s good cause you can still feel it” My cousin said “You just let us know 
when are we going to take him to the hospital.” I said “Why?” “I’m just saying if 
you cannot do it we can take him to the hospital.” So I was massaging, 
massaging, maybe three hours on this side, three hours on this side.  I was so 
freaking tired […] so I was, massage.  But really, the metal that hit him here, oh, 
it was black and red!  But the thing, it get smaller, but maybe from here, the small 
veins and arteries are the ones that really, yeah.  So I massage him three days. 
Three days I don’t go to work I keep massaging.  So, the fourth day, I said “Now 
you are healed.” Yeah a little bit like this over here, over here, but the thing no 
more.  He pee, no blood, he poo, no blood. I said “Ok, you just stay, don’t do 
anything” I went to work, I come back, he’s jumping, he’s playing volleyball […] 
And that’s why I said, “You know, it really depends if you know what you are 
doing.  To heal, what’s the problem.” 
 
This story highlights the complexities in negotiating which medicine to use.  Jasmine’s cousin 
had little faith in her abilities and thought the hospital was necessary for this injury. Jasmine, 
however believed she could do this and also that the hospital people often do not know what they 
are doing.  As the conversation continued, Jasmine’s thoughts went back to the baby who she 
thought was losing an arm simply because the biomedical professionals did not know what they 
were doing.  Others explained that they tried the hospital but the doctors could not figure out 
what was wrong because it was not a problem to be fixed with their kind of medicine.  
This was a scenario in which Jasmine did not trust GMH, which is not even comparable 
to Chuuk State Hospital’s conditions.  But, as both places have earned the name in the Chuukese 
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community as “the place where people go to die”101 people have good reasons to truly think 
through decisions on which medicine would be best, and according to some participants, local 
medicine has a much better track record.  
For this study, the relevance of choice between the two medical systems is particularly 
related to pregnancy and post-partum women as they decide whether to risk the unfriendly 
rushed atmosphere of public health clinics and GMH or instead rely on centuries-old medicine 
that has historically worked just fine.  This is not an unreasonable consideration given the 
ongoing debate over whether prenatal care even improves birth outcomes.
102
  Yet explanations in 
the literature and the rhetoric of HCWs in Guam blame the lack of prenatal care for why so many 
Micronesian women experience disproportionately poor reproductive health outcomes (Haddock, 
et al. 2008).  
While in the context of migration, many often seek out hospital medicine—sometimes 
migrating solely because of the potential of that hospital medicine—this does not mean 
abandoning local medicine, nor should the two be considered dialectically opposed.  
Interestingly, women I interviewed and their local medical practitioners thought they could be 
complementary realms, but knew the biomedical professionals likely would not agree.  When 
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 It was unbelievable how many people said this about both places. Comments like “If you are Chuukese, you go in 
but you don’t come out” were frequent about GMH, and Chuuk State Hospital has been “the place of death” in 
people’s minds since at least the 1990’s (Moral 1996). 
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 First, the implementation of prenatal care and increases in technological innovation occurred concurrently, and 
scholars have argued that the demonstrated reduction in poor birth outcomes associated with prenatal care may 
actually be attributed to changes in technology (Alexander and Kotelchuck 2001; Fiscella 1995).  Some scholars 
have argued that prenatal care is merely a ritual associated with biomedicine born out of a history of encouraging 
increased doctor visits, but with no scientific evidence to support the practice (Villar and Bergsjg 1997).  Further, 
scholars have called attention the many factors that may contribute to who seeks prenatal care and may impact the 
birth outcomes in epidemiological data supporting prenatal care, such as those ‘healthy-minded people’ but also 
with attention to social inequalities (Alexander and Kotelchuck 2001).  Epidemiologists still have not found a way to 
adequately parse out prenatal care to evaluate its outcomes (Alexander and Kotelchuck 2001).   
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Siera was telling me her stories of going to several practitioners and a clinic for care during her 
pregnancy, I asked her: 
Sarah: So did your doctors here, did they know you took local medicine too? 
Siera: No. 
Sarah: No, so you didn’t tell them? 
Siera: No. 
Sarah: But the people who gave you local medicine, did they know you were 
going to the doctor too?   
Siera: Yeah. 
Sarah: So they said it’s ok? 
Siera: Yeah, they said it’s ok.   
 
Siera knew that her doctors would not approve, so she did not tell them of the medicines 
she drank or the massages she received.  She knew it was not appropriate to tell these 
practitioners who would not value her local medicine.  The local medical practitioners, however, 
would know about her choice to interact with both systems.  This story to me indicated that if 
outreach workers and health care advocates succeed in “teaching that local medicine is bad” they 
will simply drive it more underground, instead of learning how these local medicines contribute 
to health outcomes and work in a complementary way to biomedicine.   
CONNECTING GLOBAL MEDICAL PLURALISM TO CHUUKESE EXPERIENCES 
Mahony’s (1969) work in Chuuk—although written in the era of anthropologists 
critiqued for their evolutionary perspectives and static depictions—actually provided a 
comprehensive description and analysis of Chuukese medicine that included a significant 
discussion on how people negotiate biomedicine (or “hospital medicine”) and local medicine in 
Chuuk.  Anthropologists since the 1980’s have increasingly focused on this negotiation in other 
parts of the world; many elements of their case studies are relevant to my findings in Chuuk.   
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While anthropological perspectives have changed dramatically over the past thirty years, 
the early connection of there being a hierarchy of healing systems is one still believed and 
perpetuated globally today, placing biomedicine in a superior position to all others (Baer 2003; 
Broom, et al. 2009; Frankenberg 1981; Lambert 2012; Leslie 1980; Waldram 2000; Wentzell 
and Salmeron 2009; Worsley 1982).  Several scholars have connected this hierarchy to the state, 
which perpetuates biomedicine’s top position through the regulation, funding and support of 
biomedicine with no or limited attention to non-biomedical practitioners.  While women are 
clearly negotiating these multiple healing systems, it is my observation that Chuuk and Guam 
(especially Guam) state systems have similarly delegitimized local medicine much like the many 
global examples (see, for example: Baer 2003; Barrett 1996; Broom, et al. 2009; Frankenberg 
1981; Lambert 2012; Leslie 1980; Stevenson, et al. 2003; Worsley 1982; Zhang 2007).  This de-
legitimation in Chuuk and Guam is no doubt a consequence of the same colonial influence that 
built the biomedical hospitals and encouraged the implementation of biomedical systems 
(Benjamin 2000; Hattori 2004, Hattori 2006; Rubinstein 1999).   
Further, like scholars have found in other parts of the world, the elite Chuukese have 
access to the best biomedicine while the poorest have access to a failing hospital-based system in 
Chuuk if they can afford the cost of a boat ride, which leaves them little choice.  Similarly, the 
cost of a plane ticket and access to insurance is necessary for accessing biomedicine in Guam.  
This unequal access leads to a scenario in which the devaluation of local medicine continues to 
be perpetuated as those in power seek the medicine at the top of the hierarchy: biomedicine.   
While I have demonstrated that access and inequality are undoubtedly important factors 
in how Chuukese women negotiate uses of “local” and bio- medicine, they do not explain the 
272 
 
whole context.  Much like Orr (2012) argued, Chuukese women exhibit agency in choosing to 
move between the systems. Mahony was already seeing this in 1969.   
First, several scholars posited that the negotiation between healing systems requires 
understanding the context of the disease (Green, et al. 2006; Kaptchuk and Eisenberg 2001; 
Leslie 1980; Orr 2012).  Just like Crandon (1986) found in Bolivia, for Chuukese women the 
social context in which local medicine is practiced is important: when curses or spirits are 
causing the problem that inevitably arose from social problems, this type of illness cannot be 
cured with such a reductionist biological perspective of the body provided by biomedicine (see 
also Waldram 2000).  Thus if a particular illness is relegated as biomedical, that is the medicine 
sought, and if local, that is the medicine sought.  Women see the value and the difference 
between the two systems depending on the types of disease.  Further, women find faults in 
biomedicine, like Jasmine’s complaints about the baby’s arm.  Also of particular note was their 
demonstration of the failure of biomedicine to treat chronic diseases like cancer (Siera) and 
arthritis (Jessica), something Goldstein (2004) discussed as well.  
While negotiation certainly takes place in deciding which realm an illness may fall into 
on some occasions, often times both options are open for use.  As Mahony (1969) described, if 
hospital medicine is unsuccessful, women may then seek local medicine—or use them 
simultaneously in hopes that both work—something Orr (2012) calls medical persistence.  
Medical persistence was also described as pragmatism (Green, et al. 2006) or simply exhausting 
all possible options (Hunt, et al. 2000).  Similar to Chuukese women in this current study, Hunt 
and colleagues (2000) depict Latino diabetes patients using both treatments in an effort to do as 
much as possible to improve their chronic conditions.  Yet, much like Green and colleagues 
(2006) found in England and Hunt and colleagues (2000) found in the U.S., Chuukese migrant 
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women in Guam are not comfortable sharing their use of local medicine with their biomedical 
practitioners, assuming it will be looked down upon.  Thus, while women practice these multiple 
healing traditions, they can’t do it as easily, fluidly, or most importantly—openly—as they risk 
being scolded by biomedical practitioners and other social service providers.     
As Green and colleagues (2006) found with Chinese migrants in England, there is not a 
linear way in which these treatments are sought.  Yet those who sought both and told biomedical 
providers (in Chuuk and Guam) were not supported in the biomedical context, such as Mary who 
was scolded for using local medicine when seeking hospital care for labor (see Chapter Eight).  
Most women do not even consider telling their providers they are seeking local medicine 
solutions, like Siera explained.  Their desire to keep it secret particularly in Guam is 
understandable given the findings of Hattori-Uchima (2013).  Much like Broom and colleagues 
(2009) found in India, Hattori-Uchima’s key informants provided “horror stories” and negative 
outcomes associated with local medicine that does not support an integrated system.  These 
negative perspectives likely lead to a very negative reaction when their patients do disclose use 
of local medicine.
103
 
Green and colleagues (2006) found that the English health system’s approach to migrant 
health operated on assimilationist principals; the perspective of the system was as more migrants 
become assimilated the more they will be able to navigate and thus utilize the biomedical system.  
Studying Chinese migrants who use both Chinese- and bio- medicine, she problematized this 
assimilationist principal and discussed instead language access, discrimination in the biomedical 
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 Unfortunately, my own findings in the clinics did not demonstrate use of local medicine, however I also didn’t 
ask since I did not anticipate this finding.  Thus, my findings do not clarify whether sexual and reproductive health-
focused HCWs know little about their patients “local” cures, or whether they simply did not bring it up in our 
interviews since I did not ask. 
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context, identity reification in foreign contexts through use of Chinese medicine, and pragmatic 
medical persistence as the primary factors determining how women negotiated which or in which 
order they sought the two healing options.  As I demonstrated in Chapter Six and earlier sections 
of the present Chapter, Chuukese women similarly experience language access and 
discrimination among other barriers to seeking biomedical care, but also practice persistence in 
seeking treatments (bio or non-biomedical).  Further, they may be connecting the use of 
Chuukese medicine to their reification of their identity in transnational contexts, components of 
which I described in Chapter Five.  Yet, the same assimilationist ideologies persist in the larger 
context of Guam (see Chapter Five), which was demonstrated in the clinics as well, although in 
less explicit ways (see Chapter Six).   
Not Always Chuukese Local Medicine 
The last finding relevant to this study of transnational migration is that “local medicine” 
outside of Chuuk does not necessarily have to mean “Chuukese local medicine” or “safein chon 
Chuuk.”  Several women have relatives who are healers or know Chuukese practitioners now 
living in Guam, but others choose non-Chuukese healers.  Jevlyn’s uncle practiced his medicine 
in Guam for a while, but was warned by a Chamorro suruhanu to be careful of the taotamona
104
 
and stopped.  Instead, he began working with this man and they help each other; the suruhanu 
solves Guam spirit-based issues and her uncle does those coming from the spirits of Chuuk.  
Siera uses a Filipina woman in Guam who she thinks is really good, perhaps the best in Guam.  
Jevlyn’s Chuukese uncle has also helped some of her Chamorro co-workers, making these 
interactions go both ways. 
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 General term for Chamorro (Guam and CNMI) ghosts and spirits. 
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SUMMARY 
This chapter merely touches on very important, relevant and intriguing themes which 
allow for many interesting future research questions.  This research has answered some questions 
about how Chuukese women make decisions regarding whether to choose biomedicine in Chuuk, 
Guam, or Hawai’i, but how do Chuukese migrants also practice local medicine?  How do they 
negotiate local- and bio- medicine in Chuuk, Guam and further beyond?  What is a part of the 
decision to seek out one or the other for particular problems or symptoms?  How has local 
medicine been impacted by migration, if at all?  Further, how are different communities working 
together to share each other’s ethno-etiologies and assist in healing each other, as in the case of 
Chamorro and Filipina healers helping Chuukese, and Chuukese healers helping Chamorros?  
Research understanding how migration impacts different negotiations of “traditional” and bio-
medicine in the Micronesian diaspora is something ripe for future study.  
 This chapter has provided further context in understanding Chuukese women’s and 
HCW’s experiences and resource constraints in Chuuk and the impetus for frequent Guam 
movement.  Further, it explored how local medicine is also often used to address health needs in 
what I discovered to be a medically pluralistic arena.  Many topics also referenced sexual and 
reproductive health-specific beliefs and practices which influence Chuukese women’s choices.  
The following chapter will address these practices through a life history examination of 
Chuukese trans-migrant women’s sexual and reproductive health.  
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CHAPTER EIGHT 
WOMEN’S REPRODUCTIVE LIVES 
 
Ginsburg and Rapp (1995) argue that reproduction is represented and experienced in 
every aspect of human social and cultural life, primarily because it is responsible for the 
biological and social reproduction of cultures.  Further, scholars have connected how 
reproductive health specifically is determined by colonialism, the world system and globalization 
(Baer, et al. 2003).  The history of colonialism is particularly relevant to this context, where new 
people, new STIs and new ideas about gender and sexuality were introduced and negotiated into 
Chuuk’s environment throughout the 20th century as three separate colonizers reshaped their 
lives.  These changes both improved reproductive health (through the introduction of antibiotics, 
access to hospital care, etc.) and inhibited it (introducing new STIs, changing gender roles, etc.).  
With consideration of these multiple levels in which reproduction is enacted and constructed in 
this colonial context, I followed feminist medical anthropologists before me who “dragged” 
reproduction to “the heart” of their work (Rapp 2001:472).  This chapter will examine Chuukese 
women’s reproductive life histories with a focus on reproductive health.   
As Chapter Two of this dissertation described, Chuuk has a matrilineal clan-based system 
in which land is of significant importance and passed through the women, who are considered 
keepers of the land (Flinn 1987; Hezel 2001; Kawai 1987; Moral 1996, 1998).  Thus, 
reproduction of children also reproduces the clan and the land (Flinn 1987; Hezel 2001; Marshall 
and Marshall 1990; Moral 1996, 1998).  Women’s reproduction is very intimately tied to their 
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role and their power within Chuukese communities (Flinn 1987; Kawai 1987; Moral 1996, 
1998).  Women maintain this responsibility with their brothers, the most important men in their 
lives.  Yet this relationship is also structured by a strict incest taboo; control of which rests 
largely in women’s behavior and modesty (see Chapter Two).  The value placed on women and 
the subsequent surveillance and control of their bodies as a result of their symbolic roles in the 
clan is something my findings have very much corroborated. 
Chuukese sexual “freedom” has also been discussed extensively in the literature 
(Caughey 1977; Fischer 1963; Goodenough 1949, 1978; Hezel 2001; Moral 1996).  According to 
many of my predecessors, sex is an accepted part of adolescence, as are extramarital affairs 
(Caughey 1977; Fischer 1963; Gladwin and Sarason 1953; Goodenough 1949, 1978; Moral 
1996; Swartz 1958; Ward 1989).  My findings contradict many of these points, as I will elaborate 
in this chapter (in women’s youth) and Chapter Ten (in marriage).  First, sex is not and was not 
an accepted part of adolescence for any of the women I interviewed, nor do they expect it from 
their daughters—although it is accepted that boys will engage in sex—a contradiction I will 
discuss.  Further, affairs are very common and expected of men but when women are caught 
having an affair the consequences are much worse (see also Dernbach 2005; Goodenough 1949).  
Both of these findings question the attention to gender differences some of the previous scholars 
in this area gave to these sexual practices, but also the potential for change in Chuuk over time, 
especially due to the influence of the church(es).  
This chapter will provide stories from fifteen transnational Chuukese women’s 
reproductive lives.  First, it will approach women’s life histories in a linear perspective beginning 
with early childhood memories and continuing throughout the life cycle up to menopause.  Then, 
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in the following Chapter (Ten) I will return to life-long aspects of women’s histories: namely 
their sexuality and sexual experiences. 
THE EARLY YEARS 
FEMALE CHILDHOOD IN CHUUK 
Jasmine’s earliest memories were filled with fun, playing games, and laughter.  She 
spoke with fondness of getting out of school and running to the sea or up to the mountain with 
her friends (mostly cousins).  At the time, she played with boys and girls alike.  Some relatives 
did not approve of the boys and girls playing together, but it was not that big of a deal.  The 
children would take off their school clothes and just run around and play in only their underwear 
for hours.  Jasmine’s mom was strict enough to make them work too, so sometimes she would 
have to help her mom clean, cook, or garden.  She enjoyed the outdoor work, so it was not too 
bad of a chore for her.  Jasmine thought of herself as a tomboy and loved to go wild.   
There was no discussion of sex education at this age.  In fact, when she first asked where 
babies came from she was hit and told not to talk of such things. She eventually (much later) 
figured it out by listening to her older sisters and cousins, but not from her mother.  Jasmine’s 
story is representative of many themes regarding the earliest years of women’s lives.  
Playing with Boys 
  As girls, women remembered a very fun childhood mixed with playing and obligatory 
assistance around the house.
105
  They often did play with boys—specifically boy cousins—but 
technically were not supposed to.  Some of the stricter parents or grandparents forbade playing 
with boys at this very young age, which may demonstrate island or regional differences, or 
                                   
105
 While all the women recall fun play times, only a few described a very strict mother who did not let them play. 
They were always middle children, which is not surprising as the oldest and youngest daughter is often spoiled. 
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simply variation on the rules within families.  Glorida’s story was an example of families who 
did not mind too much, as long as it was with cousins:  
So, it’s, it’s allowed, but they try to, I mean, it’s, forbidden but not to the point 
where they hang you, you know?  Or spank you.  As long as it’s with our families.  
Our families mostly.  We can hang out with them.  It’s safe.  At least that’s in my 
family. 
 
Yet, in other families, cousins and brothers were strictly forbidden as were any other boys.  The 
incest taboo was taught early on, such as in Mary’s case:  
Well we can play together with the boys, but not all the time because […] both of 
my grandmas […] they don't like us to play that much to the boys especially we're 
not, even our own cousins […] they never tell us but just the way I recall, that's 
how it is [...] I think they’re, hmm, the main thing about it is [long pause] those 
old people, they always uh, think of […] They're very protective for us, because 
they always say we might not know how to play with them and we end up making 
them, uh how should I say [pause] think negatively about the girls […] Yeah, 
culturally we cannot play with the boys.[…] Uh, we cannot sit on each other. We 
don't do that kind because it attracts them to uh, not to [pause] to, how should I 
say? To want to, have um […] mmm, sex with us. 
 
Mary’s description demonstrated her understanding that the “unspoken” rules were in place to 
avoid incest.  As the women’s stories demonstrated, at a very early age girls were taught to start 
abiding incest taboos (Moral 1996) between brothers and sisters (including parallel cousins), 
although it was not always clear yet to every woman what exactly they were avoiding.  Other 
signs gave them a clue though.  Even at this young age, girls were expected to wear underwear 
although boys ran around naked.  They were already taught not to show their vagina to anyone.  
Their mothers would even yell that the girls for showing their vaginas to them.  All families 
abided by these incest avoidance behaviors, but at what age they started making girls and boys 
behave a certain way varied.  Norita was yelled at for “stepping over” her cousin when she was 
very young; it was one of her first memories.  Yet Pamela was still playing with her cousins at 15 
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or 16 with only light scolding.  As usual, each family had different levels of strict enforcement of 
these rules.   
Learning about Sex 
When discussing this early age, I also asked women what their earliest memories were of 
learning about sex.  Each woman told me one of three stories about her earliest sex education: 
she either 1) never asked, knowing better, 2) asked and got in trouble for it, or 3) asked and was 
teased with a silly story.  They eventually learned by eavesdropping on older sisters and cousins, 
or from friends at school, like Glorida:   
Yeah, it’s like, little things and I just absorb it, because nobody would answer me 
if I asked a question.  Yeah.  
 
Jasmine was not as intuitive as Glorida and was slapped for asking where babies came 
from.  Alternatively, Siera was one of those who were teased by their mothers.  Teasing children 
with false stories is common in general, and Siera continued this practice by teasing her son 
when he was young:  
Siera: No.  I, I’d seen, you know pregnant woman, but I don’t know where that 
coming from.  Yeah. Or how they gave birth ‘cause every time I ask my 
mom I said “How do you give birth to me?”  She said “Oh you know I just 
throw up you know [makes throw up face] and you come out.” [to her 
mom:] “Oh yeah?” 
Sarah: That’s hilarious.  I like that one.  I just throw up and you come out.  And 
you believed her? 
Siera: I believed her, yeah, until I think when I go to school […] kids you know 
they talk about, you know [...] and I said “What? I don’t think so” 
because that’s a small thing but the babies are [big] […] Just like my son 
when I lied to him.  He said “Am I supposed to be the third child in the 
family?” My son.  I said “Yeah but when you and her [his older sister] 
were in my stomach you were fighting. You were fighting who’s gonna 
come out first” cause I have like stretch mark and he asked what 
happened, and I said “The doctor cut my stomach. So you guys were 
fighting and you kick her. You know she fell out of my stomach.” He said 
“Oh ok.”  I said “See, if you are like a good child, then you would be the 
third one, but because you always fight.”  
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Siera’s third and fourth were not twins.  She just made up the story as if all children are in the 
stomach and come out at different times.  Siera thought both her mother’s story and her own 
were hilarious (as did I), and this was a playful way to avoid talking about how babies are 
actually born.  In all three scenarios, women had to figure it out on their own, sometimes not 
understanding until their late teens or early twenties.  Often, women learned around the time of 
menarche. 
MENARCHE AND ADOLESCENCE 
Menarche Narratives 
Praise: Oh I was so scared. I was so scared when I, when I woke up. And you 
know I, when I saw blood I was so scared because I heard that if a lady is 
already you know, slept with a guy you know? She will have blood. I was 
so scared when I woke up and I saw it. I, I hid it from my mom.  
Sarah: Yeah? 
Praise: Yeah.  And then until I think she find out when I had something on my 
dress.  Because you know that time we don’t wear, we don’t have uh 
Kotex. [laughs] We don’t use! [...] I was just, I don’t feel good you know 
talking about even my period with her. 
Sarah: Mmm. So when she found out what did she…? 
Praise: She say “What, what how come, what happened?  Did you, you know just 
have your period?”  I said yeah.  “Oh, when?”  Like maybe she’s 
checking if you know like you know? “When I woke up this morning” and 
then she started to tell me “Okay now when you have your period you’re 
reaching, you’re entering the different age you know, like age group or 
level so you no longer a child.” Cause you know until I go to school I 
always like to just wear my panty in the house […] “So no more you 
cannot wear your panty anymore have to always use dress” […] She said 
that I have to like make sure that I wake up in the morning, clean myself 
you know, shower and you know just take care of myself. 
 
Praise’s story highlights how most women experienced their first period. Generally, they knew 
women had some sort of cycle when they first got it.  Only two women were told by their 
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mothers before they got their period; the others just figured it out from those around them.  A 
few women had no idea what was happening when they started.  Unfortunately, several women 
also thought that meant they were “with a boy” (sexually active), and even though they were not 
sexually active they were terrified their mothers would think so.
106
  So, these women often hid it.  
Praise was unable to hide it for long, but others hid it for months or years.  One woman in her 
fifties had never discussed her period with her mom to this day.  These findings corroborate 
those by Fitzgerald (2001).  Just as Fitzgerald found, women often had no warning, and rumors 
of menarche corresponding with onset of sexual activity were very common just as her one 
participant noted and Mahony (1969) also described.  Further, menstruation was considered a 
very private experience (Fitzgerald 2001).  
Fear was a very common response: fear of the unknown or fear of the consequences of 
telling their mother. Despite these fears, when mothers were told they rarely reacted poorly.  Just 
as Praise’s mother did, most mothers gave the girls a lecture about being a woman, having to 
start covering up, wearing skirts, and keeping themselves clean. This included often wearing two 
skirts to hide any evidence of their body shape and hiding dirty underwear to ensure no male 
relatives see it.  Further, mothers became much stricter in keeping the girls at home. 
Wearing a skirt was the most prominent change, but women also talked about other incest 
or menstrual taboos specific to their islands.  Two women were told not to go in the water or 
participate in any activities during the menarche, however future periods were ok.  According to 
Ann Fischer (1963) and Fitzgerald (2001) some islands report that women do not cook or handle 
food during their menses; while I do not doubt that this happened and still likely happens in 
some islands, the women I interviewed did not have this experience.  Many were no longer on 
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 Swartz (1958) discusses this myth. 
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their home islands when this happened though, having moved for school (see Chapter Five).  
Other women were told not to spend time with their brothers or cousins anymore, not to speak 
harshly to them, or go into their uncle’s homes; sometimes this was detailed and other times it 
was vague: “respect your brothers.”  Moral theorized that the primary sexual symbol of Chuuk is 
a woman’s genitals (Moral 1996).  Covering any indication of their very existence in front of 
brothers is important, thus women are expected to cover their abdomen to down past their knee 
in public (Marshall and Marshall 1990; Moral 1996).  Men are considered unable to control their 
sexual desires, so it is the responsibility of women to maintain control of sexuality both within 
and outside of their family (Moral 1996).  These menarche-induced requirements to start wearing 
a skirt and sometimes two skirts corroborate Moral’s descriptions; however my findings also 
indicate women were told to stay away from boys more generally. 
Kesapw Tupu Ngeni Aat [Do Not Pay Attention to Boys] 
First menstruation or around that time almost always coincided with some sort of “sex 
education” lesson, but was rarely a very detailed one.  When these women told their mothers 
they had their first period—or their mothers found out otherwise—they were told things like 
“kesapw tupu ngeni aat” which meant literally do not listen to or fall for boys.107 What they were 
really being told was not to have sex with boys.  Jevlyn was one of the women getting this vague 
lesson: 
Yeah, that’s all they say "stay away from the boys," you know? 
 
                                   
107
 My language skills in Chuukese were merely conversational and I often asked for help with these idioms.  I was 
not familiar with the word “tupu” so I asked a Chuukese student who has helped me learn the language and is a bit 
of a burgeoning linguist. Her response: "tupu ngeni aat" means to easily fall for whatever boys say or do or to be 
compelled to have sex with boys. Tupu is short for tuputa- "to easily believe" "gullible" or "being naïve." When you 
say, kosapw/kesapw tupu ngeni aat, it can mean, don't fall for their sweet words (and have sex). It can also mean, 
"don't let boys have sex with you"... [L. Lodge, Email correspondence] 
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Siera’s mom also told her to stop talking to boys: 
 
Don’t talk to boys if you are not, if they see us that’s why back home it was like, 
they don’t want us to, play with boys anymore when we’re big, yeah.  Or to sit 
with them alone, yeah.  
 
Mary’s mother was a bit more specific, but still used the code words: 
 
Mary: Later on, not that time. Later on when I told her, when I actually have it, 
she came to visit me at the dormitory, and I told her and then she said 
okay now it’s, its uh [...] In Chuukese she, she call it now it’s if you 
reached the age of being a woman, not a child anymore. And she said um, 
[…] when a woman have her period, started to have her period, it's very 
easy to get pregnant. So make sure you take care of yourself. Do not 
introduce yourself with the boys.  
Sarah: mmhmm. So, she said, did she actually say like “Don't have sex with 
boys?” Or was she more like just don't talk to boys?  
Mary: No, uh, generally she said “tupu ngeni aat,” tupu ngeni aat meaning, it's 
uh, polite way of saying, not really a deep, a specific one, yeah. 
Sarah: But you understood what she meant? 
Mary: Yeah, I understood that, "Tupu ngeni aat" because they, it's, my aunties 
always make jokes of like, I hear some of my aunties when my grandmas 
would tell them “Stop laughing. Pretty soon you guys will Tupu-ngeni 
aat.” Like that. They will make fun of "Tupu ngeni aat" "Tupu ngeni aat" 
and I will ask them, what is "Tupu ngeni aat"? “Ehhh you’re too small to 
know.”  
     
Often these vague lessons left women very confused, like Jasmine:  
Jasmine: She [her mother] even said “You don’t show off eh?  Because you will 
get pregnant very fast if you show off and somebody” [laughs] 
“Somebody touch your thing” and I said “What?” “You will get 
pregnant easily if somebody touch your thing because you already turn 
into a woman, so don’t you show it to any man.” I said “Oh yeah?” 
[laughs] 
Sarah: So did you think just showing it to a man would make you pregnant? 
Jasmine: No, I was, at first I thought, even just to speak to a man we get 
pregnant.  So when my mom was telling me not to show it, I’m already 
going to get pregnant.  But when I, uh, when I start watching movies? 
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And that’s when I realized “So the, the men and women have to really 
get naked and [laughs] do that,” that’s when they really get pregnant.  
And on top of that when I start going to school […] that’s when we 
have science and all that, and that’s when I said “Oh, so that’s what 
my mama says.” 
 
Some mothers were more specific, but rarely specific about the sex part, although some came 
close, like Norita’s mom: 
Yeah.  I said “Why?”[her mother replied] “Because once, if you, if you if ever 
you sleep with a guy?  You gonna get pregnant right away, cause your period 
already. Your blood is already.” 
 
In addition to the basic “stay away from boys” sentiment, sometimes these women’s 
mothers would tell them that if boys tried to talk to them or give them something, to never say 
yes or accept anything.  These lessons were connected to the fear of love magic, a lifelong threat 
to women’s bodies (see Chapter Ten).  According to their mothers, if they talked to the boy or 
took something with love magic, they may go crazy thinking about him and “do something bad” 
(i.e. have sex).  So, like Rosie, women would avoid boys:  
I never had boyfriend even in high school.  I […] admire guys, but I don’t have 
like steady boyfriend, cause I’m really scared of my mom […] Yeah, guys talk to 
me but I just try to ignore ignore ignore, trying to… 
 
Siera similarly just avoided boys altogether:  
So, like someone would say “Hey that boy likes you” “Oh yeah?” Then I started 
like avoiding him.  I don’t wanna go where he’s at.  If he comes there I’ll leave.  I 
don’t, I don’t, I don’t like that.  Even when I go to high school, ninth grade? Yeah 
girls they come and “Hey that boy likes you” I said “Why?” “Hey he said he 
likes you.” “Well tell him not to like me because I don’t like him.” [laughing]  
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The majority of women I spoke with were like Rosie and Siera, so scared of their mothers and/or 
fathers they would run away if a boy tried to talk to them and avoided boys at all costs until well 
after high school.   
Love Notes and Rendezvous  
As a part of this attention boys started to give, many girls started receiving love notes 
around the time of puberty.  Love notes were most common, or the boy sending messages 
through his or her friends, a practice Dernbach (2005) also describes.  Again, this terrified most 
of the girls as they were flattered, but scared their parents would find out.  Most of these women 
went to great lengths to avoid chance encounters where they might be alone with these boys, and 
never spoke to them in public.  These were often notable first loves in their lives, although few 
actually ever met with them during this early age.  Praise explained that she did meet with boys, 
but nothing ever happened:  
That’s one thing my mom told me. Don’t listen to anybody telling if a boy you 
know like take message from a guy. Don’t take letters. Don’t read it, don’t even 
read it. Because if you read you, it will, you know stick in your head and you, you 
it will bother you. And then you will […] so when I was, I started my junior high 
school. That’s when you know boys they talk, they [whistles]. They whistle and 
then uh I have like, sometimes we met you know like just outside class and on 
campus […] So when we go there that’s where there were you know we went and 
we meet with the […] we talk. We meet. Um, but nothing happen during my high 
school time. I was still so scared. You know like even with the letters. How like, 
my mom is looking. 
 
Similarly, Nelly recounted her story of her very first love note:  
Nelly: Well, one, she told me that make sure, if some boys are talking to you, like 
something, don’t answer “yes” […] because some, some of the girls, they 
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just, you know? The boy just talk to her, and she went […] Yeah, they go 
wild,
108
 and later on we know that something happened. 
Sarah: Oh. So your mom explained that to you? 
Nelly: Yeah, so my mom explained that. You know why I remember?  Because 
one time [...] one guy, that’s the first time the guy is talking to me.  When I 
was in school, and I know that he wants to talk.  He likes me [...] and, uh, 
one time, he gave his friend a secret paper.  And yeah his friend gave me 
[…] and, he just, get, uh, coming down on the road, across my house, and 
he dropped, dropped uh, beside the road […] and he told me “make sure 
go down and get the stick.  The green stick and get your paper inside” 
[…] And I do, I go and get.  I’m very happy [...] that’s the first time.  First 
love… 
 
Nelly hid this paper in her underwear and did not take it out and read it until the next day when 
she was in the bathroom.  On that very same day, she got her period.  She was sure it was 
connected.  This love-note affair continued for a while: 
He keep on.  I come back, he sent again, and different place.  He put under the 
stone.  He wrap in the plastic, uh like he, like the cover with the cigarette 
[plastic]? And, he put underneath, under the stone.  And, he just told me that 
“kana checki ena fou” [go check under the stone]. He told me that I’m going to 
check the stone near the coconut tree close to my house […] Yes, I remember, he 
keep on telling me that “I love you” upe reomw [I want to be with you].  There 
were plenty words, like make my heart pound, and that’s the one.  And, that’s the 
first one, he, he’s the one he, give me the, he open my mind for between boys and 
girls.  
 
During these early teenage years, youth continued to write letters, but never met secretly with 
each other.  Others, like Eryna worked very hard to stop the letters from coming because she was 
so scared:  
Yeah! Scared and went and burned, burned the letters! So there were some girls 
they want to make friends with me in order for me to be with them and they take 
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 This is a reference to love magic as well. Both Dernbach (2005) and I were told stories of girls “going wild” 
either going after all the boys or running around naked as a result of the love magic “being too strong.”  
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these boys and bring them to me, so I hated, I didn’t want to come with them […] 
And uh, I was grateful and thankful because uh, the cooks at this school, they 
spoiled me also, yeah!  They knew that I was afraid of those boys, because there 
were boys at the school and also boys from outside, they already mature guys at 
that time?  They came over and […] wanted to […] look for us, the girls?  So 
there were several after me so I was so scared!   
 
These “love notes” are also very old practices that continue today.  Women would tell stories of 
things being carved in coconut trees or much more ambiguous signs to indicate that their “love” 
was there.  The older literature depicts these love notes as often signaling rendezvous points for 
sex, however the women I interviewed seemed to enjoy (and fear) love notes long before they 
had any sort of sexual encounter.  They still knew it was wrong though, and hid it from their 
mothers.  Regardless of what they were up to, they were never allowed out at night. 
Do Not Go Out At Night 
There has been considerable attention paid to “night crawling” in Chuuk and other parts 
of Micronesia.  The practice of night crawling traditionally involved the use of a “love stick” 
which is probably the most popular story about Chuuk for the whole region today.  Each young 
man would have a stick carved in a unique way so that girls could recognize it.  In the days of 
thatched walls, the boys would push this stick through the thatch into the girl’s hair to wake her 
up.  If she liked him, she would sneak out and meet him but if not, she would ignore it or make 
noises to wake up the family and scare the boy away (see also Dernbach 2005).  Despite the 
introduction of concrete and metal houses, night time is still a time for young (and old) lovers to 
sneak away with each other.  This is essentially Micronesian dating as no public demonstration 
of these young relationships is acceptable; it is meant to be a secret until the boy asks to marry 
the girl (Dernbach 2005; Gladwin and Sarason 1953; Goodenough 1949, 2002; Moral 2002; 
Ward 1989).  The secret ways in which people conduct relationships continues throughout adult 
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life, and in this very gender-segregated society, men and women seen talking to each other are 
suspected of being sexual partners (Moral 1996, 2002; Swartz 1958).  Much of the day’s gossip 
surrounds who was, is, or may be sleeping with each other (Dernbach 2005).  In fact, a friendly 
discussion with a member of the other gender may be understood as an invitation for sex 
(Dernbach 2005).      
While this practice is generally discussed as a form of dating for young people, the 
women I interviewed often also pointed to the fact that, given the close proximity of family 
members during the night, married couples would night crawl too just to get some alone time, as 
do those people seeking sex outside of their marriage.  Hearing those people in the bushes or 
mangroves were some of these women’s earliest memories of sex education. 
Knowing this history, it is not a complete surprise that sex education included the 
important rule for all girls to not go out at night.  Some parents even disallowed the girls from 
participating in after school activities (still in the daylight) because of fear this would lead to 
boys and pregnancy.  Girls often slept right next to their mothers as additional precaution.  The 
older literature discusses this time period as one of secret, but accepted behavior (Goodenough 
1949); the women with whom I spoke often had parents who went to great lengths to stop them; 
in particular stop their female children.  
Something else that was not discussed in the literature was the way in which girls were 
warned about night crawling, which very much changes the context in which it occurs.  While all 
women told me they were not allowed to go out at night, several women from different areas of 
Chuuk were told the same important reason, like Glorida: 
Yeah, because they always said “don’t go outside in the dark” or when we go 
somewhere without telling the parents, like, if we’re playing, uh, in the 
mangroves, on the beach with, with the boys, not our brothers or our cousins, they 
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will say “man you want those guys to step on you?” There’s a, there’s a saying it 
says that they step on your stomach and I never understand step on your stomach 
[laughs].  Even now I ask my auntie “Why they always say step on your stomach 
when it means rape?”  That’s what it means.  Yeah.  Either rape, or, you know, 
have sex with you, yes.  Step on your stomach.  Pwuuri Nuukomw.  “You want?  
Ke mwochen pwuuri nuukomw?
109” “Why?  Why they gonna step on my 
stomach?” [laughs] I never understand that… 
 
Praise—from a different island—was taught the same thing: 
She [her mother] even told me, you know, you don’t, you don’t go out at night 
because you know there will be uh, you know that’s only for boys. And that’s 
when the boys are going around and they may you know like, take me somewhere 
and hurt me. I say “what kind of hurt?” You know, she never talk about like sex 
life. It’s really, they, they never talk about like that. They say safety, safety. Hurts, 
you know the boys will hurt you. You know? There’s one where she always says 
like they will step on your stomach, you know they will pwuuri nuukomw [step on 
your stomach].  
 
Glorida was the only woman to explicitly call it rape as she reflected on her childhood, but other 
women alluded to the fact when they were explaining the phrase, using terms like “forced sex.”  
While I do not doubt that some women went out to specifically meet lovers, a primary concern of 
parents was that they would get “caught” by a boy who would then rape them.  When I learned 
how frequently first relationships started with rape, I realized these two may often coincide.  This 
is one of several areas of women’s sexual life histories in which sexual violence occurred, a 
broader theme I did not anticipate to be so prominent.  After returning to the literature, I 
discovered some discussions of sexual assault and coercion (Dernbach 2005; Swartz 1958) 
which will be discussed further in Chapter Ten.  The following sections will describe sexual 
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 Translated: You want them to step on your stomach? Pwuuri: step on, tread on, run over; Nuuk: Stomach 
(Goodenough and Sugita 1980). 
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assault and coercion in youth, and the following Chapter (Chapter Ten) will further expand on 
these topics across the lifespan. 
SWEETHEARTS, LOVE, SEX, AND MARRIAGE 
  A primary way in which most women learned about sex was through the act itself, as 
they began to date and have their first sexual experiences. This time in women’s lives was filled 
with stories of love, romance, and excitement but also sadness, regret, and violence.  The stories 
were always longer and more detailed than other parts of my interview, demonstrating the power 
of relationships, emotions, and love; Dernbach (2005) called this a general “preoccupation with 
love affairs” in Chuuk.  This section will first describe the traditional ways in which sweethearts 
are pursued–according to the literature and to my interview participants—including how 
affection is reciprocated, and how sweethearts turn into spouses.  Then, I will describe specific 
themes surrounding those first loves and sexual experiences of the interview participants. 
Before marriage begins, romance and pursuing girls is a major part of young men’s lives. 
Men of the past, and still sometimes today, would start courting a girl by working for the parents. 
If a random young man approached the family and offered to help them with gardening and other 
land work, the parents would know that he was interested in one of their daughters.  This was a 
chance to get close to the daughter and get in the parent’s good graces.  A few of my participants 
who were married before they migrated had husbands who did demonstrate their hard working 
qualities in this way before asking to marry them. 
Love notes were very common just as they were when these women were younger.  
When they did have private moments, young men were full of romantic sweet-talking gestures to 
“woo” the girl in.  If the girl accepted, she would secretly meet with the boy “night crawling,” 
although not always at night.  In fact several women said the best time to sneak away was when 
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they went to wash clothes because of the distance to the streams and the time it took to complete 
the task.  Each of the women who went through this process was approached by several men but 
accepted only one: the one who they wanted to be their husband.  There was always a big pursuit 
element of the story and the boys would be unrelenting.  The chase was an integral part of 
proving their love, and boys went to great lengths to do this, from literally chasing the young 
women from Guam to Chuuk to threats of—and completed—suicide110 (Rubinstein 1983, 1995; 
Dernbach 2005).  This “proof” of love the men worked to demonstrate fits a larger pattern of 
Chuukese men feeling the pressure to prove themselves in a variety of ways throughout life. 
Once accepted by the girl and when sneaking around with each other, the young couple 
would demonstrate their love by various forms of love scarring (Caughey 1977; Dernbach 2005; 
Gladwin and Sarason 1953; Swartz 1958).  This could include pinching and bruising the skin 
(usually around the thighs for women), making incisions or cigarette burns, or a homemade 
tattoo, many of which I saw on patients in the clinics.
111
  My impression was that this was a 
symbol of their passion for each other, and the pain associated with such scarring was part of the 
process.  This is said only to happen between sweethearts, not spouses (Dernbach 2005; Gladwin 
and Sarason 1953; Swartz 1958). 
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 Micronesia has some of the highest rates of suicide in the world and unreciprocated or lost love is one of the 
more common reasons for committing suicide (Rubinstein 1983, 1995; Dernbach 2005).    
111
 When I was observing in the clinics I had already learned of “love” tattoos but assumed they were always hidden 
(on the upper thighs).  However, I kept seeing small tattoo in the area between the thumb and finger on the hand.  
Eventually, I learned that sometimes these are made by lovers as well.  Yet, sometimes girls told me those tattoos 
were just silly, playing around with cousins.  Homemade tattoos do appear to be quite common in general (I also 
observed many tattoos women then told me relatives made at home), but these are more “modern.”  Through talking 
with these women and in the clinics, it is my impression that these hand tattoos, as well as cigarette scarring and 
pinching are the more common forms of love scarring practiced today.   Early accounts describe women’s upper 
thigh tattoos as performed to make women sexually attractive (Gladwin and Sarason 1953) but according to the 
women I interviewed, these practices no longer occur.  Some women remember older female relatives with upper 
leg tattoos. 
293 
 
The next stage of proposing to marriage generally happens four ways, and they are not 
mutually exclusive.  The first way marriages are proposed are deals between families that may be 
decided at any time, even when the couple in question is still small.  Arranged marriages were 
not the norm but do happen, and sometimes follow childhood engagements (kofot).  Stories of 
lost loves and forced marriages pervaded every family, but only one of my participants was 
forced into a marriage she did not want by relatives.  For sweethearts who try to get married, the 
other three ways exist. The official right way is that the boy will bring his family and come to 
formally ask the girl’s family for permission to marry her.  The leaders of his family will be the 
ones to ask.  The family of the girl may say yes, may say no, but if they say no, the boy is 
expected to be persistent and continue to come to formally ask to marry her over the course of 
several months.  When the entire family comes and food is brought, it is usually expected that 
the family will accept; this time is more of a formality.  However, that is the ideal version.  A 
common version is that girl will run off with the boy and disappear for a week or two.  When she 
returns, she or the boy will likely get beat up by her family, they will apologize profusely, and 
ask for marriage (often still bringing his family).  This puts the parents in a predicament; they are 
generally unhappy but also know their daughter is officially no longer a virgin, so the couple 
increases their chances of an approved marriage but with poor immediate effects on family 
relationships.  The final way common way in which a couple is married is unintended pregnancy.  
If the boy likes the girl enough when pregnancy happens, he will ask to marry her, still following 
tradition of bringing his family.  If he does not she will have to accept that shame on her own and 
get in trouble with the family alone.  These ways in which women and men transition from 
sweetheart to husband were not only common in the old days; the women who shared their 
stories with me had similar experiences. 
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Eryna fell for a boy who pursued her since elementary school.  Her mother never 
approved because he was protestant (and they were Catholic).  She listened to her parents and 
only loved him from afar, even though he would come and beg her.  Eventually, she migrated to 
Saipan for college.  Taking this as the final, official rejection, he committed suicide.  She never 
forgave her mother, and married much later in life.  Nelly and Jessica were both pursued by their 
sweethearts for a long time before they gave in, because they knew these boys were “playboys” 
(their words, not mine).  After months of love notes and prodding, each of them gave in and both 
suspected love magic was involved in their decision.  Jessica’s partner then formally approached 
her parents with his family, and they accepted him.  They liked his hard working attitude and his 
status in his family.  Nelly’s partner convinced her to run off with him and they stayed with his 
aunt in another village for a week.  When they returned they formally apologized to her uncle 
and he allowed them to stay together, getting married “in the church” soon thereafter.112  Rosie 
turned up pregnant and had to come clean to her parents who were furious, but the boyfriend 
formally proposed and the parents accepted.  Pamela was actually tricked and taken to another 
island for a week.  Her parents had the police looking for her because her disappearance was so 
unexpected.  Over the course of the week, the boy won her love and brought her back to the 
parents to formally ask for permission to marry her.  They accepted, although her dad never liked 
the husband because of this approach.  These five women’s stories represent the traditional ways 
in which marriage can and did happen and were the only stories in which migration did not 
directly impact how the women met their partner and how they were pursued. 
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 For Chuuk, marriage starts when people stay together and it is public.  Getting married in the Church is still an 
important element however because of the importance of religion (Catholic and Protestant).  Sometimes these two 
events happen at the same time, but often they are a few weeks or months apart. 
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For the other ten women I interviewed, their migration narratives played a crucial role in 
their sweetheart stories.  First, many women I interviewed migrated after high school—either to 
pursue college or get a job with plans to return to Chuuk.  Because there was already a pattern 
established of girls migrating out, getting pregnant and having to come home, all of these girls 
were warned to be careful and not talk to boys when they left.  Women described to me the 
pressure of their families for them to succeed and not bring shame through pregnancy abroad. 
Glorida, Mary, Norita and Jasmine were very conscious about this pressure and the need to 
succeed, but still all managed to get boyfriends and have their first sexual encounters during this 
time.  They never got pregnant and were able to get married “the proper way.”  Maureen and 
Pretta met their sweethearts but held out for parental approval and marriage.  Siera, Jevlyn, 
Praise, and Kaylyn were among those who did get pregnant and had to deal with the shame in the 
family.  
The Freedom and the Pressure to Succeed 
As Glorida explained, women knew the expectations of their families, and the failures of 
young women before them: 
Micronesian students were starting to move, go to school in the U.S., and all they 
do is party, get pregnant, come back home. That was really prominent in my 
brain, just don’t want to screw it up.  
 
Migration and romance coincided regularly, but were not supposed to.  Girls were told by 
everyone not to be one of those girls who went to work or school abroad and went home 
pregnant.  Some listened and refused to talk to boys, who then followed them home to Chuuk, 
like Maureen.  Jasmine was also pursued from college back to Chuuk.  She did date the boy but 
ran away—scared to get her heart broken by this “player”—and he just hopped on a plane to 
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follow her right when he heard she had left.  The further women ran, the more likely men were to 
chase them, often getting on planes to do so.  They were running from what could bring great 
shame to their family, but there was also an element of romance to this chase.  It was as if the 
boys had to prove their love through a great act like following the girls “across the sea” (literally) 
to be accepted by them and their families. 
Other women did not need to be chased and enjoyed the freedom that migrating offered; 
Hezel (2001) similarly depicted young couples in Guam.  While most women were still kept 
under watch with strict curfews, the college and work environments of Guam (and other 
migration spots) and the anonymity with which one can do things in this bigger world, gave 
young couples a much easier geography from which to sneak around.  Migrating provided young 
women with an escape many wanted from the harsh control of their families, as Siera explained:  
Yeah and she [her mother] always say “You know, girls when they come here for 
school, they get pregnant and go back home” I said “Oh my god” but I never 
mentioned anything about “Oh I’m talking with boys, I’m a, you know, 
somebody’s coming to pick me up.”  But I don’t, if they come to the house I don’t 
go with them.  I just stay.  Only at school like after school, then we go stroll and 
then “Ok drop me off.” [laughs]   
 
Yet, even while enjoying this freedom, these women were worried about getting pregnant or 
being caught in other ways.  The added layer of being abroad made them more than just a shame, 
but a failure to the family.  When Norita fell in love, she expressed how bad she felt about the 
shame she brought to her father:      
Yeah. I was, I was crying ‘cause I feel bad, for what I did.  ‘Cause when I, when I 
grow up, sometimes I’m thinking, especially when I was in the Christian high 
school, I’m thinking not to make things, bad, like uh hurting my father.  Yeah, 
since I’m the only girl, and I can see that everything is on my name, and I don’t 
want to, you know?  Make him feel bad. But then, yet, it turned out, not what I 
want, yeah. 
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Similarly, those who did get pregnant were incredibly ashamed.  Siera hid her pregnancy 
from the extended family until she had the baby because of the shame.  Her family found out 
when her cousin unexpectedly visited and there was a newborn in the house.  Similarly, Praise 
wrote letters home to her parents apologizing for the shame she brought them by getting 
pregnant, and stayed to finish school so that she would not completely disappoint her parents.     
The freedom of migration did not necessarily change the way women behaved, as 
sneaking around was the only way people dated whether in Chuuk or abroad.  It just changed the 
circumstances and the ease with which people could sneak around.  These women had stories 
that encompassed all the “traditional” forms of getting together, but airplanes were introduced: 
one cousin ran off with her boyfriend in Oregon and the dad flew out to find her.  Another was 
hiding in the boy’s family’s house in Guam when she didn’t come home from work one day.  
Further, it did not change familial expectations: when a couple decided to get married, the boy 
was still expected to fly back to Chuuk to have his family formally ask her family to marry her.  
When they were too far away, families back in Chuuk would conduct the negotiations for them. 
While most stories of young love were romantic and resembled themes of Shakespeare’s 
Romeo and Juliet sneaking around and hiding their forbidden love, others shared more traumatic 
stories of their first relationships.  Pamela’s first love raped her, or in her words “forced her.” 
Pamela refused to “go out at night” with this boy and instead talked all night every night through 
the window of their house.  She did want to marry him, but she did not want to bring shame on 
her family by having sex prior to marriage.  On a particular night when her father was in Wééné, 
Pamela’s mother let the boy in the house and left them alone—for reasons never understood to 
Pamela—and he raped her.  He also scolded her during the rape for making him wait so long.  
When Pamela’s father came home and heard this story, he hit Pamela’s mother for the first time.  
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Shortly after this incident, Pamela took a ship all the way to Kosrae, the home of her maternal 
grandparents, and did not speak to this “first love” for two decades.  Yet, when I was 
interviewing Pamela, they had recently reconnected, and she was clearly excited about the 
possibility of future romantic involvement. 
Praise was also raped for her first sexual encounter, although she forgave him more 
quickly than Pamela, and they became a couple.  Jevlyn was told to date a man she had no 
interest in so that her uncle’s family could live on the man’s land in Guam; she did not have a 
choice but to respect her uncle’s wishes when he told her to “go sleep in the room” with this 
man.  These experiences of sexual assault did not just occur in women’s youth.  Despite these 
sad beginnings each of these women did experience, they still enjoyed the romantic escapades of 
dating at some point in their lives. 
Premarital “Freedom”? 
In one of his many articles about Chuuk, Ward Goodenough (1949) described a scenario 
in which people were expected to have several sexual partners prior to marriage and that—while 
clandestine—it was still an acceptable practice.  Yet, later in the same piece, he mentioned that 
male teens were obsessed but females were not available to them.  It is unclear whether he meant 
girls were not allowed the same freedom as boys or the teen boys were too young to attract 
women, but given the focus of the article on sexual freedom I believe it was the later, in which 
case I am critical of this perspective.
113
  By the era of the women I interviewed (who were 
coming of age in the late 1960’s, 1970’s and early 1980’s), boys were expected to pursue many 
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 Yet, some of the earliest ethnographers of Chuuk discussed the goddess Inemes and her association with love 
magic that was worshipped before the missionaries reinterpreted her as the antithesis to the Virgin Mary (Bollig 
1927 in Dernbach 2005:145).  According to Dernbach, Bollig (1927) did not believe the Chuukese differentiated 
between moral and immoral sex pre-Christian contact.  It is impossible to know how gender-biased (or missionary 
biased?) or accurate this perspective was, although there is certainly indication that some of the control of women’s 
sexuality is linked to the introduction of Christianity. 
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partners in their youth while girls were kept and guarded by their mothers so that they did not 
have sex.  These women valued virginity in their youth and had great concerns about losing it 
and bringing shame to their family.  Those who had sex with their husbands before they were 
married did so in their eyes because they decided this was going to be the person they married.  
The women who had previous partners before their husbands were accused of being loose, 
whores, and worse by their families and their future husbands.  Further, the way these women 
spoke of girls who had engaged in sex and the way they thought boys perceived these girls was 
that once a girl had sex with one boy she was essentially free access for all boys.  This is why 
Praise forgave her first boyfriend for raping her; he was led to believe by others that she was 
already sexually active, thus, what he did was justified.  He cried when he realized he forced a 
virgin, and she forgave him.  This idea of “free access” to “those girls” and the justification for 
sexual assault for this and other reasons will be further described and analyzed in Chapter Ten. 
Norita felt stuck with her unofficial boyfriend because he “broke”114 her and she thought a future 
boyfriend or husband would consider her loose, essentially damaged goods, likely with similar 
consequences such as those accidentally imposed on Praise.  The women who waited for the 
official marriage were very proud of this, and believed that was why their husband loved them so 
much: because he was the one to “break” them. 
What I am arguing here is not necessarily that many women do not have premarital sex.  
In fact, every woman I interviewed talked about “those girls” who had sex with all the boys, 
often including their husbands.  Further, many of these women did lose their virginity before 
marriage.  My argument is that the social expectations of women are such that purity and 
virginity are valued.  At the same time, boys were expected to have many partners and have lots 
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of fun.  This sweetheart time period has received so much attention by scholars of Chuuk, but the 
difficult position in which girls are put has been largely ignored.  Boys are expected to sneak 
around and find girls and the suspense of not getting caught by her parents was part of the fun.  
Girls have a lot more to lose: stability with their future husband and the respect of their families.  
Yet, the social setting was such that unless a marriage was arranged this is how girls found their 
life partners.  It was like part of their life story had to include a process of bringing shame to the 
family, formally apologizing to the family, waiting out the anger, being forgiven, and moving 
into the next stages of their lives: pregnancy and marriage.  
PREGNANCY AND MOTHERHOOD 
PREGNANCY 
The probe “So, tell me about your first pregnancy” elicited one of two general responses among 
the women I interviewed: 
Scenario 1: Siera 
Siera: When I got pregnant by my boyfriend I was so scared!  I didn’t, I just 
don’t want my family to know.  Not only them, but my uncles and my 
cousins.  Yeah.  I’m scared if they, even when I gave birth, I don’t want 
anybody to come around the house […] I don’t want them to know I have 
baby without […] Yeah, no husband. 
Sarah: So you tried to keep it a secret a long time? 
Siera: Yeah, but when I gave birth, my cousins took me to the hospital [...] My 
first cousin, a guy, and then another one.  So, I was so ashamed, you 
know?  Like, “I am so sorry.” You know I told them you know, “I am very 
sorry.”  “It’s ok.”  And uh, when I gave birth, I think two days later, my 
cousin was going on a trip as part of his job, so he stopped by Guam 
cause he bring us um, kohn
115
 and fish. And he heard the baby cry. “Oh 
my goodness.”  He said “Oh you guys have a baby in the house?” Then 
my grandmother, my grandma said “You have to forgive her. She had a 
baby.” “Oh, ok, yeah.  There’s nothing we, you know, we can do. But, we 
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hope she just finish her school.”  I was so ashamed […] my mom was so 
mad at me, but I, I wrote her a letter you know and apologized to her […] 
Yeah when I’m pregnant I wrote the letter. And, first she said “Just come 
over and I’ll kill you.” 
Sarah: Because she was so mad? 
Siera: And I said I cannot.  I can’t […] She was in Wééné, yeah.  And she wrote 
back and said “Just come. Come home if you don’t want to go to school 
anymore.” I said “Oh my gosh” so when I gave birth she came.  She came 
to Guam […] She was the one who took care of my baby.  She said “I 
want you to go back to school.  And you know you make a mistake you 
have to learn about that.  Never do it anymore, again.” I said “Ok.”   
 
Siera’s story of her first pregnancy described how seven of the 14 women I interviewed 
felt when they became pregnant for the first time out of wedlock.
116
  They were scared and 
ashamed, and of these seven women, five went to great lengths to apologize to their families in 
Chuuk as well as abroad in order to make everything well.
117
  They especially traveled to 
apologize to their parents, brothers, and uncles who they considered to be the most disrespected 
by their actions.  This shame bore down on them intensely and their family did respond that they 
were ashamed with varying degrees of hostility.  These women had similar stories of their sisters 
and cousins who became pregnant out of wedlock.  In fact, of the seven women who did not get 
pregnant out of wedlock, five had premarital sex with no family planning methods.  It was a very 
common occurrence, yet, it was full of shame. 
Just as Siera’s story ends, the family does forgive the woman and the child is loved and 
nurtured.  Regardless of whether a woman is married or not, her first child is considered very 
special, a sentiment expressed by all the women I interviewed and the many with whom I 
informally discussed pregnancy and childbirth.  According to Ann Fischer (1963), until recently 
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 Fourteen of my participants became mother by birth; the fifteenth woman became a mother by adoption. 
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 Of the other two, one never told her parents; she let it spread to them through gossip. She explained she knew 
when her mother knew because of unspoken tense interactions over the phone (she was in the U.S. mainland).  The 
other woman never had to tell anyone; she terminated her first pregnancy. 
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the concept of illegitimacy was not relevant because children and motherhood were considered 
much more valuable than marriage.  While there is some truth to this statement now regarding 
how the child is treated by the family, it is not accurate anymore for how these women 
experience their pregnancies prior to birth.  They are burdened with secrets, shame and at times 
their parents (usually temporarily) disown them and kick them out unless they can produce a 
man to marry them right away.  For the less forgiving, the family does not start treating them 
well until they have brought home a new baby.  Some of the more forgiving families got angry 
initially but still catered to the pregnant woman’s needs and took care of her.  Some scholars say 
Christianity is what has changed this (Flinn 2010; Hezel 2001; Moral 1996).  I do not doubt that 
it has, but I also wonder if this idea is in a continuum of free practices described that may not be 
as free for girls and women.   
The second scenario depicts a woman who was pregnant in a “legitimate” relationship: 
Scenario 2:  Mary 
I was very sick when I got pregnant with my daughter [...] then I came to Chuuk 
[...] I don’t like Guam anymore. It’s like I get mad all the time […] Yeah, yeah I 
came back and [...] I feel better. I stay with my mom, my parents. My husband 
was working, maybe, three months later he came down to visit me. One month 
later he went back, then before I gave birth he came down again. Then he stayed 
with us […] I think I like somewhere that is peaceful. No, no noise. That’s when I 
went to [her island] when I just came from Guam the same day I went to [her 
island].  I only came here [Wééné] for check-up […] My grandma was there […] 
whenever I visit her […] she touches my stomach and [...] she tell me like what to 
eat.  Not to eat […] Don’t eat salt, don’t eat, um, don’t go out to the ocean, don’t 
walk under the rain, don’t walk during the night.  Wake up early in the morning 
and shower because it’s your first pregnancy […] Don’t, uh, get mad easily 
because, uh, they said my baby will […] like the cord will wrap around […]  Uh 
don’t drink a lot of water because it will, makes it bloat, or something.  Like your 
stomach will get, don’t eat too much don’t eat greasy stuff. Mmm. Make sure you, 
you, uh, put coconut oil on the, on my face on my body on my hair so I don’t look 
that ugly, pregnant ugly face […] Eat well. Every morning eat. Between meals, 
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eat like fruits. But don’t eat it with salt. And if I go there and, and I’ll, oh then 
don’t sleep during the day… 
 
Mary continued to list the many rules and restrictions, and discussed her aunt massaging her 
regularly during her final months.  Just like Mary, those women with legitimate first pregnancies 
remembered how their family doted on them and how many rules and restrictions they had to 
adhere too (discussed further below).  They could not walk under the rain, rainbows, dusk, dark 
(night), nor could they shower at night or alone.  When they did go outside, they needed to wear 
at least two skirts (to protect from the smell of babies and breast milk) and cover their heads (and 
the babies if born) (see also Dernbach 2005; Fischer 1956).  Women also could not go into the 
ocean, and had to remain calm and in the presence of others at all times.  Finally, they could not 
have sex with their husbands.   
Pregnancy restrictions 
Women who are pregnant or nursing mothers are especially vulnerable to 
sorcerous and spirit attacks and so are subject to a rigid set of restrictions, which 
are complemented by magical protection.  Pregnancy and new motherhood are 
quintessentially in-between, liminal spaces marking the boundaries between men 
and women, wives and mothers. [Dernbach 2005: 54] 
 
The importance of pregnancy and childbirth for women of Chuuk cannot be overstated, 
and the range of taboos, behaviors and local medical practices surrounding this time in a 
woman’s life is exemplary of its regard (Dernbach 2005; Fischer 1963).  Just as Mary described, 
women are supposed to work and be active every day, but not as much as when they are not 
pregnant.  They are not allowed to lift heavy things and are expected to eat healthy foods.  Other 
pregnancy-related restrictions are connected to particular spirits, ghost, and/or magic. Different 
names exist for different islands, but several women talked about the spirit of the woman who 
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died in childbirth trying to collect more company—also described by Dernbach (2005) as the 
Limwarekes—as several invisible women who died in childbirth traveling by canoe after new 
recruits.  Having black marks around her neck or thighs is one major indicator of coming in 
contact with these spirits, a symptom several women I interviewed did experience and treat 
during at least one of their pregnancies.  Difficulty delivering is the most common affliction 
when left untreated: slow delivery, breech babies, umbilical cord wrapped, vaginal tearing, and 
so forth.   These same rules apply to women who recently gave birth; the consequences are 
generally that the baby will get sick (diarrhea, sluggishness, etc.).  Dernbach (2005), Fischer 
(1963), and Mahony (1969) learned of these same restrictions. 
In order to prevent or treat any suspected encounters with these ghosts, women are given 
local medicine.  There is medicine not just for the spiritual needs but to be strong during the 
pregnancy, to get their appetite back when nauseated, and to make for an easy delivery. Further, 
miscarriages are treated with medicine to prevent future loses.  These miscarriages are often 
considered a result of the same spiritual afflictions that cause difficult childbirth.  
Women are also not supposed to have sex with their husbands during their pregnancy or 
in the coming months after they give birth, nor are their husbands allowed to have extramarital 
affairs (Caughey 1971; Dernbach 2005; Fischer 1963).  Doing so can cause a difficult birth or 
make the baby sickly: 
Jessica: Like first thing, when you pregnant like, mostly […] cannot sleep with 
the husband.  Kesawp tongeni [you don’t do it] because the baby might 
hard to get out […] because if you sleep with the husband you are 
gonna be tired to deliver. But most husbands, they don’t like that. 
Sarah: So what do they do? 
Jessica: They got mad, they don’t like that.  That’s why some they don’t 
understand there is fighting between the husband and the wife because 
mostly the husband is really going to go someplace because if you say 
“No sleeping with me” then they think you are busy with somebody. 
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Jessica’s explanation was what happened to a few women.  Others had sex with their husbands 
anyway, and when they showed symptoms (such as, for example the black marks on skin, or a 
baby with diarrhea) they knew what the problem was and got local medicine to take care of it.  
Still others reluctantly sanctioned their husbands’ requests to have sex with other women, or in 
some cases, tried to ignore the fact that they were.  Each woman said officially the men were 
supposed to simply control themselves, but each case demonstrated that the men were not held 
up to this standard, and medicine to protect mothers and babies was used.  This will be discussed 
further as a post-partum practice in the section on family planning. 
Special treatment 
Pregnancy is considered the ultimate time of pampering for women (Fischer 1963; 
Fitzgerald 2001; Flinn 1987; Moral 1996; Ward 1989).  Ann Fischer (1963) described this as a 
time where women become “served rather than servant” (535), which I found to be true as well.  
For those women who have husbands and relatively stable relationships, the husbands take an 
active role in getting anything and everything the woman craves, some help with housework, and 
are generally very nice.  When the husband is absent, the parents of the woman take this active 
role; the brothers and parents get whatever the pregnant women crave (such as a particular local 
fish) and ensure she is  always taken care of and always comfortable.  This is especially true with 
the first pregnancy, as Mary explained: 
Some pregnant women are treated a special way depending on how they get 
pregnant and depending on their families. Uh, for my village, my village they’re 
like if it’s like second, third pregnancy they don’t really pay attention with like 
whatever, they eat whatever [...] The first pregnancy we have, it’s very it’s like 
culturally it’s very important and you give the attention you give the help. You get 
food from families. Families take care of you very much. The first one. But after 
the first one, you, it’s ordinary.  
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It is not just the woman’s family expected to take care of her either.  If the couple lives with the 
husband’s family, the in-laws are also expected to take care of the woman, but often she will go 
back to her village or island to be more comfortable.  What was more unique about Mary’s story 
was her choice to return to Chuuk; Mary and Rosie both did this, but the other women who got 
pregnant abroad stayed abroad.  For those outside of Chuuk, the same treatment and restrictions 
were expected and those relatives living nearby them and the husband would take care of the 
pregnant woman.  Often the mother would come to stay with them if they could afford to fly 
from Chuuk to Guam (or wherever they got pregnant), or would send another relative to help 
take care of the baby.  
Mary’s explanation of the first pregnancy was not limited to her village (see also 
Dernbach 2005).  Every woman agreed that the first pregnancy was very important and very 
special and that was when they were treated in a special way.  When I asked Jessica, she 
stratified each birth as a little less important: 
Jessica: Yeah at first, first, you know?  
Sarah: The first time, eh [yes]. Second time? 
Jessica: Ekis [a little bit] 
Sarah: Third time? 
Jessica: Lazy! 
Sarah: What about the rest of the family? Do you notice the first time they are 
special? 
Jessica: Mmm, ehhh [yes]. First time they teach right, they really care about?  
Second and third maybe care but they don’t, ina chok! [never mind] 
Sarah: [laughs] Ina chok? [never mind] 
Jessica: Ina chok! [never mind] [laughs] Mei wor. [it’s true, it is] Ina chok!  
 
Jessica and the others still loved to be pregnant except for the morning sickness, making me 
think that there was still some better treatment, just not like the very special attention they 
received the first time around. 
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Prenatal care 
All fourteen women who had pregnancies received prenatal care
118
 for at least their first 
pregnancy, and only one of these women did not receive prenatal care for two of her pregnancies 
due to work restrictions and discomfort going back to the clinic with no blood test results.  The 
women did not need to be educated about prenatal care; they already knew and were comfortable 
getting checked and getting vitamins.  Most did enter prenatal care late, especially with the first 
pregnancy because either 1) they did not know they were pregnant until quickening or 2) they 
were hiding their pregnancy from their family.  This is quite contradictory to Haddock and 
colleagues’ (2008) findings that Chuukese women represented 54 percent of all births with no 
prenatal care in Guam.  Some of this may be related to not knowing Guam’s systems of care, but 
I suspect reporting to be an issue as well; I observed in the clinics that women without 
paperwork from the Chuuk Public Health system were marked “no prenatal care” despite 
attesting that they had been seen; this may also be happening in the hospital.  Yet, it is likely a 
combination of factors.  There was also a sentiment expressed by women and HCWs alike that 
some multiparous Chuukese women feel “they already know how” to be pregnant and thus do 
not see the need to seek care.  
Receiving prenatal care did not preclude women from using local medicine.  The 
majority of women engaged in both forms of care.  They received massages and tea-like 
concoctions with special plants and roots from family members or family friends who knew how 
to care for them.  Many women were sent to the clinic by the very same family members who 
gave them local medicine; both systems of care were valued, as I described in Chapter Seven.  In 
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 One participant was a mother through adoption; she has been unsuccessful in her attempts to get pregnant for 
years. 
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only one case did they not work well together.  In Mary’s case, her (Chuukese) physician was 
concerned because the baby’s heart beat was very rapid and her contractions were coming on too 
strong; the doctor asked the family point blank if they gave her medicine to make the labor 
faster.  They admitted that they had.  The doctor performed an emergency C-section and told 
them it was their fault and she could have ruptured her uterus.  The other (mostly non-Chuukese) 
providers either did not know that women were using both forms of medicine, or did not know 
enough about different forms to recognize possible reactions to these medicines. 
In terms of miscarriages, only one woman in my sample experienced a loss, at five 
months.  In fact, she called this a miscarriage but the baby was alive for a few minutes, 
indicating a pre-term birth.  Another woman lost her baby a few days after birth.  Although most 
women did not experience miscarriages themselves, their sisters or relatives had, and they knew 
about this.  Local medicine was made to prevent a miscarriage from reoccurring, and make the 
woman who lost her baby strong again for the next pregnancy. 
CHILDBIRTH 
Childbirth for these women is much like it is all over the world, a transition, a status 
change, and an experience that situates women between life and death.  As Praise explained:   
Uh, you know like brothers and sisters? But they have to be like, you know, 
around in case, ‘cause they say it’s a matter of life and death so they have to be 
there.  But they [brothers] are busy talking, you know like, not to hear but they, 
they want to know what’s going on so if there is like something, if they needs to be 
done [calling a midwife or getting certain medicine], then they have to “Ok” So 
you know the men will decide “Ok, so this one go check the uh, local.” 
 
Not surprisingly, pregnancy and childbirth are inundated with spiritual concerns and possible 
attacks; pregnant women are treated exceptionally well because of the fear of a difficult birth, a 
dead baby, or a dead mother among other things (Dernbach 2005; Fischer 1963).  Birth has 
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changed over recent decades, however.  Ann Fischer (1963) portrayed childbirth as a time when 
women go home if they are not already on their family land (see also J. Fischer 1970)—
something two of my participants did.  She explained this by the high maternal mortality rates of 
the past and the need to be with family in case something did happen (Fischer 1963).  In this 
generation, the two women to whom I make reference just wanted to be comfortable and actually 
left a place that was much safer for birth (Guam).  According to Ashby (1993) and Fischer 
(1963), childbirth used to involve a midwife and the women of the laboring woman’s family, her 
primary support system.  More recent accounts describe the opposite scenario as women leave 
home for Guam and Hawai’i to give birth in hospitals with only a few family members, if any, 
accompanying them  (Bautista 2010; Hezel 2001).  When in the clinics, I witnessed this trend as 
many women went to Guam specifically for safer childbirth.  However, the women I 
interviewed—being from an older generation—usually gave birth wherever they were when they 
got pregnant.  What changed was where they were when they got pregnant; many of these 
women represented early waves of migration out of Chuuk.   
Among the 14 women who gave birth, there were 55 births resulting in 53 children.
119
  
Table 8.1. below shows how many births and how many C-sections there were in each location.  
With the exception of one woman who went to Guam for a C-section, and one woman who went 
back to Chuuk, all other births happened wherever the women lived at the time of their 
pregnancy.
120
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 Of the two women who went back to Chuuk, one technically moved back.  Of the 55 births, one woman gave 
birth at five months, calling this a miscarriage.  The baby was alive when she was born.  Another woman gave birth 
full term but the baby died a few days later.  Both gave birth on their home islands for this particular birth. 
120
 As previously described, Rosie moved to Guam when she was pregnant and moved home before she delivered.  
Similarly, Mary went home when she got pregnant, but moved home; she did not go back to Guam for several years. 
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Table 8.1. Births of Participants by Location 
Location U.S. 
Mainland 
Saipan Pohnpei Chuuk 
hospital 
Chuuk  at 
home 
Guam 
Vaginal 3 1 1 13 11 27 
C-Section 0 0 0 1 0 8 
       
The women who gave birth abroad still had family members attending their births who 
lived in the area with them.  Despite having some family already being there, all the women 
living abroad had a caretaker sent from Chuuk to help them for at least one of their births.  This 
was sometimes a grandmother or mother, sometimes a cousin or sister.  Mostly it was their 
mothers. 
Knowing What to Expect 
How much women knew about birth and what they were to expect that first time varied 
tremendously.  Eryna did not even know she had to keep her legs open, and was so ashamed she 
kept closing them.  I heard similar stories especially of young girls giving birth in Chuuk.  
Alternatively, Pamela watched her sister give birth and knew exactly what to expect, although 
this was not the norm.  Most women were not allowed to witness the actual birth process until 
after they had given birth themselves, but some were allowed in the room when the woman was 
going through labor pains (and kicked out when she started to push).  
For those women who experienced or witnessed childbirths on their home islands, it was 
generally in a room with the older women of the family: mothers, grandmothers, and perhaps 
older sisters.  In some families the husband would be there, in others, the husband stayed outside 
with the father of the birthing woman.  The brothers were usually further away, as the incest 
taboo extends to this life event: they cannot hear their sisters making noises associated with birth 
(and thus, sex).  However, the hospitals changed these practices related to childbirth.  Chuuk 
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State Hospital does not allow any family members in the room for the actual birth.
121
 Women 
complained to me about this rule; interestingly a few who “knew people” who worked at the 
hospital had the opposite comment; these women could bring whoever they wanted.  Those who 
did not know people preferred Guam where at least one attendant was allowed; those who knew 
people in Chuuk thought Guam was too strict.  When women were allowed only one attendant, 
the chosen person varied between the husband and the mother; if neither were there (which 
happened abroad), then it would be a cousin or other close female relative. While the hospitals 
changed women’s options, this did not always change their perspectives of the best places to 
birth.  In fact, these women had very different perspectives on the best place to give birth.  Praise 
was a staunch supporter of island birthing:  
My mom […] She was the one that just deliver you know her babies, like us. They 
learned. […] They watched from the midwife and then they, also they just learned 
I don't know how they learned the older people and there is no medical trainer 
[…] and they use you know they use uh they’re very good at, you know, they went 
there that's why if women […] delivered at home, there is you know local uh 
midwife or the aunt you know there's medical.
122
  
 
Rosie thought the “old ways” were outdated, and preferred Chuuk State Hospital for her first 
birth, but Guam for later births.  She did say that now she would go to Guam, as did Mary.  This 
might be attributed to the further deterioration of the Chuuk hospital in the last decade.  But, 
Pamela gave birth in Chuuk State Hospital for her first baby thirteen years ago and called it 
scary:  
                                   
121
 Nurses told me this was because a husband of a patient beat up a nurse several years ago thinking she was 
intentionally causing the woman pain. 
122
 By medical Praise meant the trained medical assistants hired by the dispensaries. Frequently women would refer 
to these individuals as midwives and the local midwives as “old women who knew” or “local” or it was simply their 
grandmothers or great aunts. 
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Yeah in Chuuk it’s just like, they’re just like, I don’t know [laughs]. In Chuuk it’s 
scary […] In Chuuk they, really not know anything [laughs]  
 
Other women expressed similar sentiments that too many mothers and babies have died both on 
their home islands and in Chuuk State Hospital.  Safety means getting out for many women, and 
not getting out is usually—in their eyes—the burden of the poor(est).   
Of the 14 women I interviewed who gave birth, all but one gave birth in a hospital for at 
least one of their birthing experiences.  Of the four women who gave birth on their home island 
for one or more of their children, all used local medicine but also went to the hospital for 
prenatal care, post-partum checks, and a newborn checkup.  Of the thirteen women who gave 
birth at least once in a hospital, ten utilized local medicine in addition to hospital medicine.  
Local medicine varied tremendously, including prenatal medicines and massage, steam and fire 
treatments, stripping of the membranes to get labor going, moving breeched births through 
massage, fixing spiritual and medical afflictions of the pregnant or birthing woman (the black 
skin, also called the fire, high blood pressure, back pain in labor, etc.), medicine to prevent 
further miscarriages and dying babies, and medicine to bring the milk and make the post-partum 
mother strong again.   
How You Give Birth 
How a woman gives birth has a big impact on how she is perceived in her community. 
She is expected to be tough, strong and brave (Ashby 1993; Fischer 1963; Fitzgerald 2001; 
Moral 1996).  Young women in the clinics constantly told me about their mothers pressuring 
them to be brave as they were going through their first pregnancy.  The behavior of most 
importance is her silence.  
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The silent birth 
Screaming out during childbirth is said to bring great shame and potentially harm the 
child (Fischer 1963; Fitzgerald 2001; Moral 1996; Ward 1989).  Women are expected to remain 
silent through the entire birthing process, and twelve of my participants did. 
Praise indicated that the mother had a big role in quieting a woman:  
Yes, yeah.  But some they say “Oh you can scream, you can” you know?  But not 
the mom.  The mom will say “Don’t scream.” That’s what, that’s what you know, 
that’s if you are a woman, you have to deal with that.  Yes.  So you can see, you 
can tell from the hospital.  They know if it’s Chuukese. 
 
Jevlyn explained how embarrassing it can be not just for the woman, but for her family if the 
laboring woman screams:  
Yeah my aunty they slap her mouth "Stop because they gonna laugh at you," 
because yeah it's true it’s so ashamed when somebody [screaming]  
 
Siera described her experiences at GMH, and how she knew not to scream:  
Siera: She [her grandmother] said, “Just uh, if the pain is coming, help it like 
push a little.” [to which Siera replied] “But the doctor said not to push.” 
“Oh, so are you gonna kill the baby?” We are like arguing in the hospital.  
But the doctor was right. I think morning six o’clock or five-something, 
that’s when it’s really painful.  Yeah.  So nurse was asking me I said 
“Yeah, so painful.” “How come we didn’t hear you screaming?” I said 
“Well I’m not supposed to scream, because I’m a lady. I want to be a lady 
I have to know how” […] Yeah cause the other ladies were like 
screaming, saying bad words to their husbands or boyfriends, yeah. 
Sarah: So who taught you about, um, that you were not supposed to scream? 
Siera: Like back home. [...] When the other lady is screaming, and they said 
“Oh, don’t, don’t be like them” or even like in the hospital in Chuuk.  
Some nurse, you know?  They, they got mad at the other lady screaming 
and, “Who told you to open your legs?”  Yeah.  So be, like a, you know, if 
you want to have a baby, then don’t scream […] you know when they give 
birth they help the ladies with their babies and to how to cut the cord and, 
yeah so when they scream they say “Hey hey hey if you scream you are 
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not a lady.” So we learn that until we come, you know we go to high 
school. “Oh, remember that you know, don’t scream.  If you want to have 
a baby, if you want to get pregnant, don’t scream.” So until I came that’s 
the first time at the hospital.  I was [emulates breathing hard] going like 
this “Oh so painful.”  My grandma said “Oh, I don’t want to see your 
face like, crying. Be strong.” 
 
From all over Chuuk, women have the same reasoning for not screaming, one which the 
literature does not depict: not only were they proving their strength, but as their mothers put it, 
nobody told them to get pregnant, and if they are strong enough to have sex they should be 
strong enough to give birth like a lady, like Jessica’s mother told her niece: 
Like one in the hospital we go with her, it’s my, uh niece.  She really cried loud!  
And the mom really get mad to her “Don’t do that because you the one doing it, 
make you like that” ‘cause she always go with boy right? “If you don’t do that 
you don’t shout, so stop doing that.” […] They say you know what, it’s 
embarrassing, because nobody tell you to go with the, you know the guy, right? 
 
Thus, much like girls who were “broken” (sexually active) were often raped under the 
justification that they were “loose,” girls and women who similarly chose to have sex were 
expected to endure the punishing pain of childbirth.  This is another symbolic example of the 
sexually unequal standards imposed on women. 
Similarly, the same response was always given to the consequences of screaming.  
Besides getting scolded by her mother or aunt who does not want to be embarrassed, a woman 
also will get laughed at by everyone, like Pretta explained: 
Oh they said oh, they always laugh at them they say they’re a baby.  
Women also got laughed at if they were harsh toward their husband for this, like Jevlyn told me:  
Yeah make fun of her, don't be like our aunty she you know she blame on the 
husband. [Laughing][…] She scream, they said "So who told you to have baby 
then? We never tell you to you know have a boyfriend” or you know?  
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The women who did not scream during labor were very proud.  They demonstrated their power 
and strength as a woman; they passed the test.  Of those who screamed, Kaylyn and Glorida were 
screaming at the nurses in the hospital because they felt ignored, but not until being in labor 
(quietly) for hours.  Ashby (1993) reported this practice of keeping silent despite labor pains in 
the hospitals and my findings were the same.    
All the women who gave birth in Guam commented on how silence is a Chuukese thing 
and the nurses often did not know how bad their pain was because they were not screaming. 
Similarly, both Glorida and Kaylyn indicated that after hours they figured it out: the more you 
scream the more attention you get.  So, after hours of being patient and being rarely checked on 
by nurses, they both made a conscious decision to copy the screamers and get the attention they 
deserved.  In both cases, it worked.  The implications for how silence impacts the care of 
Chuukese laboring women in hospitals is an important issue to be further understood. 
HCWs at the hospital in Guam are now well aware of this practice and bewildered by it, 
asking me why the women do not scream.  Just as amusingly, Chuukese female college students 
have asked me why American ladies scream so much in the movies when they give birth.  I 
explain to both groups that even something like experiencing pain can be culturally produced and 
thus experienced in different ways (see, for example: Coakley and Shelemay 2007; Garro 1990; 
Good, et al. 1994; Kleinman 1988; Throop 2008, 2010).    
Good birthers 
One HCW told me Chuukese women had amazing pelvises.  She said “They just wiggle 
their toes and oh! There’s a baby.” At the time of hearing this, all I could think about was this 
racialized attention to Chuukese women’s pelvises.  Yet, as I spoke to more and more Chuukese 
women in the clinics, I started to learn how proud they are of being good at giving birth, 
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especially of controlling their birth timing.  Several women I met in the clinics proudly told me 
that by the third or fourth child, they knew exactly when to get to Guam Memorial Hospital 
(GMH) to push the baby out.  They were there less than an hour and more often only about five 
minutes before delivering their baby.  Pamela’s story in particular highlights the narratives of 
good birthing: 
Pamela: The second time, I just went to GMH, maybe just one hour.  But, my 
third one?  Just go there, 8:05, 8:10 and then out.  Just go straight. 
Sarah: But you had the pains at home?   
Pamela: Yeah, I just waited at home, and, like, just only five minutes apart, 
that’s when I asked my cousin to drive me […] That’s why we just 
[laughs]  We go into the emergency room, and I just push like this, and 
they, they […] And I’m like [imitates pushing] and they are like 
“What’s your birthday” [laughing] and I’m pushing! [Laughing, 
imitating herself] “February 14!!!!”  That’s why we really need to go 
register, before. 
 
Pamela was so ready to give birth she could not even register, and this registration process is one 
that is—as she pointed out—better to do weeks prior to going into labor.  The clinic would 
always ask women starting in their seventh month if they had registered yet.  This was a 
possibility for those with MIP and Medicaid, but during my time at the clinics the hospital rolled 
out a new policy requiring a $200 down payment for women registering with no insurance.  If 
they had a previous bill due (such as the copay with MIP), they similarly were expected to pay it 
before registration.  Thus, the women getting the worst care—being asked their birthday as they 
are literally pushing a baby out—are mostly likely the uninsured migrant women in Guam 
without funds or insurance to pre-register.   
THE TRANSITION TO MOTHERHOOD 
Pregnancy and new motherhood are quintessentially in-between, liminal spaces 
marking the boundaries between men and women, as well as momentous life-
cycle and status changes, as girls become women, wives and mothers. In this 
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matrilineal society, women are responsible and valued for their role in social 
reproduction; through them, children, food, land and custom are linked, 
preserved, nurtured and perpetuated. [Dernbach 2005:278] 
 
As it does all over the world (Jordan 1993), this pivotal event transitioned a girl into a 
woman in her eyes and the eyes of the community.
123
  Jessica described this well:  
When you have baby, or kids, that’s when we’re gonna show respect also. 
Because you’re, you’re not same as the one before. You’re different now.  
Because you have kids.  You have, we know you learned how you don’t have to 
waste your time, you have to, you know [...] It’s different [...] Even us we change.  
We don’t want to be, you know?  Before we don’t respect but when we have kids 
we respect too.  
 
This transition into motherhood represents the ultimate value of reproduction for Chuukese 
women; in fact, their entire value in the community is wrapped up in their reproductive 
capacities.  Their mothers and aunts are there to help them make this transition though, and often 
temporarily adopt their first children.  Flinn (1985, 2007) describes grand-mothering as simply 
an extension of mothering, and how women’s mothers often took their babies to help raise them; 
I found this to be true as well. 
Breastfeeding 
 Marshall and Marshall (1979, 1980) found increasing trends of formula feeding among a 
large sample (n=375) of women in one village of Wééné.  More recently, Hezel (2001) reported 
bottle-feeding to have grown in popularity as a more “modern” method post-WWII, until the 
recent revival of breastfeeding in the 1990s.  The breastfeeding revival, coupled with the rising 
cost of formula may have led to increased breastfeeding after all, as all of the women I 
interviewed breastfed their babies and women’s health providers in Guam and Chuuk described 
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 In fact, my lack of children actually made it more difficult for me to negotiate my role as an adult in the 
Chuukese community despite being married and ten years older than many women I met with babies. 
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Chuukese women as much more comfortable and regular breast feeders than other groups with 
whom they had worked.  A physician in Chuuk actually described a noticeable decline in child 
health and nutrition around the age of one when breastfeeding usually stopped.  Yet, in the 
context of Guam, while all women told me they breastfed, follow up questions demonstrated that 
in fact they mixed formula and breast milk, largely a result of getting access to formula through 
the Women Infants and Children (WIC) program.  Still, with few exceptions (when babies were 
taken to another island by grandmothers), women breastfed all their babies (although not always 
exclusively) at least until they could walk.  Women also sometimes breastfeed their family 
members’ babies, something about which HCWs expressed concern because of the greater risk 
of HIV transmission in Guam.
124
  Women considered breastfeeding a rather uneventful, un-
special, and normal, expected practice that was simply learned by watching others.  We generally 
talked about breastfeeding only as long as I could keep asking questions; women had much less 
interest in this topic than those about romance or childbirth, for example.  
FAMILY PLANNING 
According to Ann Fischer (1963), all Chuukese women desire children, except those who 
have several children already.  Motherhood is considered synonymous with being a woman 
(Flinn 2010).  Chuukese women are often described as wanting as big of a family as possible—
they are said to be growing their clan through reproduction and thus, adding value to their family 
through their reproductive capacities.  Therefore, motherhood is quintessentially the most 
important role for a woman.  Despite this valorization of motherhood both in the community and 
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 As a reminder, Chuukese migrants represent twenty-seven percent of new HIV cases in Guam in 2012 (n=3) 
(GovGuam 2013).  Chuuk has only a handful of HIV cases; as of 2007 three were surviving by the time of the report 
(CWC 2011).  They have not had a positive result since 2010, however in my observations there also is not much 
testing occurring beyond the standard prenatal and work certificate testing.  Reasons for minimal testing are 
discussed in Chapter Seven (infrastructure), and Chapter Ten (stigma). See Chapter Two for STI/HIV prevalence. 
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in the literature, that does not always mean women want to have a huge family.  Moral (1996) 
similarly portrayed the desire for women to have many children, but also the weariness and 
boredom of having so many, which aligned with the experiences of the women I interviewed. 
While motherhood was important and having at least one child was desired by everyone, 
women I interviewed formally and informally did attempt to plan their family through a variety 
of methods: post-partum sex avoidance, the calendar method, birth control pills, shots, implants 
and IUDs, tubal ligation, and abortion.  While a few of these women did want to have ten or 
more children, even these women wanted to space their pregnancies.  This section will discuss 
the following major themes associated with family planning: first, post-partum or calendar-based 
sex avoidance practices and their impact on marriages; second, the use of hormonal methods; 
third, the frustration with too many pregnancies; and fourth, the important role of husbands and 
mothers in decision-making about family planning.  Finally, I will conclude this section by 
dispelling the myth that Chuukese women never have abortions.  
Sex Avoidance 
According to the literature, sexual abstinence for a time after childbirth was expected to 
space births, although there was disagreement as to whether this is still practiced (Fitzgerald 
2001; Moral 1996).  My findings suggest that indeed, sex avoidance is still a common way in 
which women space their pregnancies. Women’s mothers are the primary instructors on the 
importance of not having sex with their husband for several months post-partum, and frequently, 
the mother plays a large role in making sure that happens.  Post-partum sex avoidance timing 
varied tremendously among these women—from one month to two years, depending on the 
woman—always informed by her mother.  Praise’s story exemplifies this attempted control by 
the mother:  
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Praise: Before, my mom is very strict.  My mom, she wants me to make my baby 
one year before I will, you know?  Have… 
Sarah: Sleep with your husband again? 
Praise: Yeah.  But it never happens.  And it causes problem.  Yeah because if I, 
you know?  I am scared of my mom, I still, you know, right?  Cause they 
can tell. They can tell if the, already, if we already have sex after the baby 
is born.  You know after, because the baby will be sick.  He will cry a lot.  
He will cry at night.  He will poo at night.  Like poo, and diarrhea. Yeah.   
Sarah: And so your mom will be able to tell and get mad at you?  And the baby 
will get sick? 
Praise: Yeah my mom will get mad and avoid us for how many months? [laughs] 
 
Jessica expressed similar concerns about making the baby sick:  
No because they, they know that if we’re doing that, from the culture, it’s not 
good.  If you are with the husband and the baby is still small […] it will make the 
baby really weak […] make the baby sick. 
 
This post-partum taboo was connected to the spiritual world.  If the couple did have sex or the 
husband had sex with other women, the baby got weak, fussy, or had diarrhea.  As Praise and 
Jessica explained, the woman’s actions will make the baby sick and thus alert everyone the 
couple broke the rules.  The fear of babies getting sick is not the only explanation for this sex 
taboo.  While some women discussed this idea of sex causing sickness for the baby, all of the 
women expressed the importance of this avoidance mechanism as a way to space pregnancies.  
Every woman desired spacing pregnancy, but not all were successful in doing so as Nelly 
explained:  
I remember that.  She [her mother] said “For those who, who are having, very, 
very soon having period after they give birth, they just sleep with their husband 
and they get pregnant.”  And, I really remember that.  That’s why I really, I’m 
scared. I’m scared if I get pregnant but, I still have baby.   
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Nelly’s second and third children were only one year apart which made things very difficult on 
her.  Similarly, Jevlyn described the difficulty between her fourth and fifth child because they 
were only one year apart.  Luckily her aunt stayed with her to help.  This concern with spacing 
pregnancies was constantly discussed in the clinics as well—mostly with women who were 
frustrated at their lack of success (they were there because they were pregnant)—or with women 
near birth who were starting to think about how to avoid getting pregnant soon again. 
As Nelly, Jevlyn and Praise’s comments intimate, avoidance is rarely practiced as long as 
it is supposed to be for several reasons.  Some women made an active choice not to avoid sex as 
an attempt to control their husband’s possible infidelity.  Even family members sometimes did: 
Mary’s aunt told her to go ahead after a few months because she was worried about Mary’s 
husband finding other women.  Nelly and Jessica did not wait too long either, because they too 
were concerned the husbands would get mad and/or find other partners.  Having another baby 
seemed like the better option when presented with the alternative for these women, especially 
because angry husbands can be difficult to deal with, as Jessica explained:  
Yeah, yeah, but most men they don’t like don’t want to wait no more, they are 
really rough on it […] They force, sometimes they force the women.  That’s how, 
some, family were getting problems they’re fighting […] Especially if the husband 
is, drunk. That’s when it’s really bad.  
 
When a woman says no, she may still be forced to have sex with her husband; especially when 
he is drunk.  Pretta was the one woman who succeeded in holding her husband off for two years, 
the amount of time her mother instructed her.   
According to like for me, because my husband like, when I deliver first baby, 
that’s the time my mom was telling me.  She said “You stay away from your 
husband, until your baby is one year, or two years.” And I said “Why?” and she 
tell me that “Why you want [to be] pregnant two times in one year?” and then I 
said “Oh why, when I still sleep with my husband I’m gonna get pregnant 
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again?” and she said “Yeah” [laughs].  So, that’s the time […] first baby, we 
separate […] He stay […] living room and only me and my mom and my baby 
[stay together]. 
 
Because her husband would get mad, she asked her mother and father to move in with her and 
for her mother to sleep in the room with her.  Pretta’s husband argued this was not good for their 
marriage, but Pretta said it was how people from her island did things, and that was what she was 
going to do.  She learned about hormonal birth control during prenatal care and birth as she was 
in Guam, but had no interest.  
When I deliver my first baby, my doctor asking me if I need shot for the and I say 
“Oh no, I don’t use that I only use my” [laughing][…] So when I tried until four 
years, and you know he stay again in my room, pregnant again. 
 
Pretta’s method worked perfectly.  Alternatively, some women started using the sex avoidance 
format the nurses at the public health clinic taught them: the calendar method.   
Sarah: Did you take medicine to not get pregnant? 
Pamela: No.  We just used the calendar. 
Sarah: Oh, ok. So who taught you how to use the calendar? 
Pamela: The nurse.  When we were pregnant they teach us […] I said, when me 
and my husband get together, that’s what I say, we really, I really feel 
great.  A good family.  He can control that.   
 
What Pamela was referring to was that as a good family, her husband did not force her to have 
sex during no-sex days according to the calendar method.  In fact, he was the one who decided 
they would attempt this method and they did not have another baby until they tried three years 
later.  This was worth noting, as some women were not so easily able to control their husbands 
with the calendar method.  Jessica’s sister had great success with the calendar, but not her aunt:  
Yeah, but some they said it’s not working for them. Because whenever they do that 
the husband really got mad […] one is really funny […] my auntie said […] “You 
know what?” I say what? “My husband when I was doing the calendar, he was 
tearing down the calendar” ‘cause […] he wants to sleep with her, she said “Oh 
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wait, no, because I got the calendar” and he said “What calendar?” because she 
didn’t tell him because she just went to the hospital and take that one. “No 
because one night he really wants to have sex with me I say “Wait first because 
you know’’ she was trying to explain to him and he said “Oh give me your 
calendar let me see it?” and he was, he really tore the [laughing] and he was 
spanking
125
 her! He was really freaking out!  
 
The story continued, as the woman was complaining that for all she knew, she might be pregnant 
the following day.  Jessica’s husband told her to just go up to the public health clinic and get the 
arm implant, but she was scared to get it.  As with every community, some women choose 
natural family planning methods and fear the hormones while others are happy to try hormonal 
methods. 
Interventions: Biomedical and Local Methods 
Some women described local medicines used to avoid getting pregnant, but these were 
not as commonly known as those used to try to get pregnant or to stop an active pregnancy.  
More often my questions about slowing or stopping babies prompted a discussion of the 
biomedical methods available at Chuuk or Guam Department of Public Health and Social 
Services (GDPHSS).  Jevlyn used Depo-Provera and Jessica, Norita, and Glorida used birth 
control pills at one point.  Glorida and Kaylyn used the arm implant
126
 and Mary had an IUD.  
All of the women knew about biomedical methods whether they tried them or not (although 
rarely specific details about them).  Of those women who did try them, only those with the long-
acting reversible contraceptives (LARCs) used them long term.  The women using pills and 
                                   
125
 While ‘spank’ in English is primarily used for hitting children to discipline them, when translated women often 
were using it for adults who were beaten in some form.  Depending on the context, they are generally saying spank 
for “kawet” (general use for spank or hit, as a punishment) or “awata” (more abusive, inflicting pain).  (See also 
Goodenough and Sugita 1980, 1990). 
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 I’m not sure which implant because the brands have changed over the years.  Chuuk has access to those not FDA-
approved and had one called Jadelle© while I was there and Norplant© in the past.  It is a very popular method in 
Chuuk right now.  
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Depo-Provera© stopped rather quickly because of bad symptoms or because they got tired of 
taking them.  
Jevlyn: Between my, number four and number five […] get that [Depo-
Provera©]. So, later on I was, getting tired to have that because every few 
months I get that.  So, when my, when my auntie […] she said “Oh, stop 
taking that because they said for that thing, they said ‘if you get that, you 
skinny or you so fat, or…black.’” That’s the way they said. I don’t know 
so. I just get tired to get that too. 
Sarah: So you stopped? 
Jevlyn: I just stopped. 
 
Jevlyn’s sentiments were exactly those of Jessica and Norita as well with the pills.  They did not 
like taking the pills every day because of the side effects and just stopped.  Neither had children 
afterward, leading them to thinking the pills were “extra strong.”  This was bad for Norita, who 
had not yet had children, but Jessica was very happy this happened.  After four children, she was 
sick of being pregnant and having small children: 
Yeah we’re sleeping much but, I think only from the medicine like that, right?  
When I drink
127
 like that and then, maybe it’s really strong, the medicine.  And he 
was wondering why I don’t get pregnant anymore. And I said “Oh maybe I’m 
getting older, that’s why.” But I don’t cut [tubal ligation] anything […] even him, 
he don’t do anything […] I’m lucky! [...] And, yeah, and the thing is, stay in the 
house, for a year right? To feed the baby.  Aye, it’s hard! […] That’s why my 
sisters “Aww you’re lucky” they always asking me “How you stop having 
babies?” 
 
Jessica and her sisters expressed the sentiments of many women: they loved having children, but 
the early years of childrearing were exhausting and they eventually got tired of having babies. 
 
                                   
127
 Drink (ún) in Chuukese is used for the verb drink but also for taking medicine (which is, after all, drank—and 
local medicine is often liquid), and smoking, so women often use “drink” for these verbs in English. (Goodenough 
and Sugita 1980, 1990) 
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Enough is Enough 
Generally, at some point when they have enough babies they’ll just ask “How can I stop?”  
--Mike, HCW   
 
Chuukese women often begin to practice family planning methods when they feel they 
have had enough children.  In Chuuk, this sometimes means a tubal ligation but often means 
getting an arm implant that lasts five years.  The family planning nurse described the popularity 
of this LARC.  The popularity spilled over into Guam, where women frequently ask for this 
method in the clinics (which is not available, see Chapter Six).  In Guam, stopping the possibility 
of pregnancy is most frequently done through tubal ligation.  Of the women I interviewed, only 
one had a tubal ligation, but during my clinic observations women requested the required consent 
forms for tubal ligation daily.  
A Woman’s Decision?  
As I began to follow women in the clinics, I also constantly encountered women who 
expressed their exhaustion being pregnant yet-again, but who stated they had no choice because 
their husband did not approve of their desire to stop having babies.  Some husbands say “As 
many as god wants,” others want a few more males or females before considering their family 
complete.  Mothers, too play a very active role in the decision making.  Jasmine’s mother would 
yell at her to get pregnant again right after she healed from her previous pregnancy; Praise’s 
mother would get mad when she got pregnant too quickly.  When I talked to HCWs about this, 
like Mike, they also recognized the role of others in a woman’s decision to plan her family: 
 Not even-not even just their spouse, I have grown women in their thirties come 
back and say they quit taking birth control because their mother told them to stop.  
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This decision is further controlled by spouses and female relatives when the women do not speak 
English in the clinics, as I described in Chapter Five.  I witnessed several partners providing 
translation for the family planning information, but ultimately not sharing all of the information 
the provider gave and often making the decision themselves.  Some women played a role—such 
as a woman who refused to get the shot—but often they would just sit and stare at the two people 
speaking English.  I felt this to be a particularly salient form of reproductive coercion.  Yet, even 
when women spoke English, they often told me they could not stop because their husbands or 
mothers would not allow it.  A lack of English skills puts them in a situation where they do not 
even have the choice to simply hide their birth control and ignore their mother’s or husband’s 
demands (as a few women did).  This scenario is not something limited to translation and power 
in Guam, though.  My field notes in the Chuuk clinic highlight what I witnessed there: 
The HCW then asked if the husband was there and requested he come in.  Then 
the HCW talked to him directly about the need to space pregnancies and how 
important it is for the body and the babies and that is why she [the patient] 
miscarried.  The HCW started to counsel on FP, then sent them on their way. So I 
asked, the HCW said she always includes the husbands (if they are there) about 
spacing.  
--Field Notes July 31, 2013 
 
This HCW in Chuuk made a point of always including the husbands in family planning 
decisions, a decision that gave me hesitancy because of giving the men a legitimate form of 
power in this decision.  They are a big part of the decision regardless of my hesitancy though, so 
I considered the possibility that this was the safest way to give women some choice: by 
explaining the health importance from a provider to the husband.  As one of the HCWs told me, 
this is likely the right decision.  My notes from her interview:  
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I asked if their husbands come often, and she said they make a point of asking the 
ladies to ask their husbands because one time a husband came and really yelled 
at the nurse and demanded that she take [an arm implant] out.  So they always 
say “Go talk to your husband.”  Most will say “Yes I talked to my husband and he 
is ok.” I asked about teens and she said “No, because in our culture is it very 
ashamed to have sex without a husband, so they won’t come in here because they 
don’t want to admit they are, you know.” 
--Field Notes, July 29. 2013 
 
The safety and legitimacy of the Chuuk public health clinic thus depended on the husband’s 
involvement.  Fear of angry husbands was real and experienced and not something the nurses or 
the patients wanted to repeat. 
This interview also highlighted another element of family planning for Chuukese women: 
unmarried women hardly seek family planning out because of the shame of admitting to sexual 
relations, especially in Chuuk.  In Chuuk they say this rarely happens but in Guam there can be a 
bit more anonymity with the process which allows for some women to seek it out like Norita did.  
Despite this increased privacy, Norita was the only woman I knew who sought out hormonal 
birth control prior to marriage; most of those who had pre-marital sex did not practice family 
planning and either got pregnant or “got lucky.”  Of the women I interviewed, they did not (ever) 
use condoms.  The STD/HIV coordinator in Chuuk confirmed the practice was not historically 
popular, but in her perspective condom use has increased in recent years.  However, getting 
condoms requires going to places associated with the stigma of sex (making many young people 
stay away), so condoms are not really readily available in Chuuk at this time.
128
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 The STD/HIV counselors in Chuuk said that men would come to pick up condoms at Chuuk public health clinic, 
but rarely females and when they did, they often tried to sneak getting them.  Some men are uncomfortable too, 
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There are two family planning methods more frequently used for young (unmarried) 
women in Chuuk and perhaps beyond: adoption and abortion.  Adoption, however, is very 
common at all ages as it is throughout the Pacific.  There is a significant body of literature on 
adoption and fosterage practices in Chuuk that is beyond the scope of this dissertation, but it is 
important to note that this practice is very common for several reasons, which include providing 
an opportunity for motherhood to women who cannot conceive (Fischer 1963; Marshall 1976; 
Rauchholz 2009, 2012; Ward 1989), forming or strengthening familial alliances (Fischer 1963; 
Marshall 1976; Rauchholz 2009, 2012; Ward 1989), sharing resources such as land (Marshall 
1976), and providing care for children of young mothers not ready to raise children (Fischer 
1963; Marshall 1976; Rauchholz 2009, 2012; Ward 1989).  Grandmothers, aunts, and women 
(relatives) without children are the most frequent adopters (Marshall 1976).  Babies can be 
adopted for their entire childhood or just fostered for a few years to help the mother while there 
are too many young children in the household (Marshall 1976).  While adoption has been written 
about extensively, abortion is something almost absent in the literature on Chuukese women. 
(Attempted) Abortions as Family Planning 
Like illegitimacy, abortion and infanticide were described by Ann Fischer (1963) as 
absent concepts in Chuuk, except the occasional fetus or infant deemed to be a ghost (and thus, 
not children) who were aborted or killed at birth (Fischer 1963).  Fischer (1963) depicted this as 
happening most often when a child was born with a deformity.  Gladwin and Sarason (1953) did 
                                                                                                                 
however; which I learned from a conversation with a young man in Chuuk.  He indicated that there were too many 
“aunties” (elder women) working in those environments (Chuuk public health clinic and the Chuuk Women’s 
Council) to consider seeking out something related to sex.  More distribution sites were considered, but concerns 
from the STD/HIV unit were that store owners would try to charge for them instead of leaving them readily 
available for shy people interested in seeking condoms.  
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indicate that abortions used to happen through massage early in the pregnancy, but at that point 
did not happen anymore. 
As I began to inquire with women about family planning I did not actually expect 
abortion to be a theme or practice because I shared the same romanticized view of Fischer (1963) 
of the value of children in Chuuk.  Not only did the literature say babies are too valuable to 
consider aborting them, but my experiences in the clinic made me think this was very accurate.  
What I realized later was that my clinic encounters were largely skewed toward women seeking 
prenatal care and thus, who had already made their decision to keep their pregnancy.  The fifteen 
interviews painted a different picture, one in which almost every woman knew about attempted 
or successful terminations and two participants attempted to do so themselves.  
One of my participants successfully sought a termination in Guam through a vacuum 
aspiration.  She was in an abusive relationship that she intended to leave as she had plans to 
marry someone else, so a baby would have complicated things:  
Glorida: Uh, at the time I didn’t want any, permanence because […] I didn’t 
want to bring it into my, new, cause even though I was playing I knew 
my husband was [going to be] my husband.   
Sarah: And you just didn’t want to screw that relationship up? 
Glorida: Yeah. 
Sarah: So he [current partner, not future husband] supported your decision? 
Glorida: Yeah. [sigh]  Well he never, I, I actually gave him a, you know a front.  
You know I have a boyfriend and I’m engaged.  If we go together it’s 
gonna be, um, not permanent.  You know?  I didn’t hide that.  But when 
it was closer time for me to leave he started thinking I was being 
revengeful, vengeful, so we started having problems, fighting, we start 
fighting, which never happened all those years.  But I guess he felt 
threatened, he couldn’t control anything, so, he took it out on me 
physically. 
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Glorida’s decision (but perhaps not method) was one that is common, her relationship was not 
official or permanent, and this partner was abusive, making the decision even easier to make.  
She was the only woman with whom I talked or heard about who had gotten a bio-medical 
termination in Guam, but several women knew stories of attempted abortions in other ways.  
Maureen attempted to terminate her first pregnancy using local methods:  
Yeah. I didn't wanna have a baby I was just trying to find a way to get out. Go 
either come back here (Chuuk) or go to school. It was late. I already had, I was 
trying all possible ways. They said if you drink a lot of soy sauce then it will kill 
them. Or if you take medication that will, I tried both. They didn't work. And I was 
thinking god won't allow me to do bad things [big sigh] […] I couldn't take soy 
sauce for how many months after that. The smell. Yeah. That was the past.  
 
Maureen elucidated what many other stories involved: wanting to do anything to get out of an 
unintended pregnancy.  While Maureen was married (unhappily), most of the stories I heard 
from women (about others) involved girls who were pregnant when they were not married.   
The “typical” abortion (attempt) 
When I asked women if they heard of women trying to stop their pregnancies or bring 
back their periods, most said yes.  This was most frequently attempted by unwed girls with no 
boyfriends or pregnant from another inappropriate sexual relationship (usually incest).  Given 
how frequently girls hid their pregnancies for several months to avoid the shame, it made perfect 
sense that some would attempt terminations.  What I did not expect was the role of mothers.  Just 
like mothers play a large role in other family planning methods, mothers often are the primary 
decision-makers to stop their daughter’s undesirable pregnancies.  Stories of girls hiding until 
birth to avoid these forced terminations were as common as stories of girls independently 
seeking terminations before their mothers learned of their pregnancy.  The methods mentioned 
were diverse and some likely unsuccessful such as Maureen’s soy sauce attempt.  Some women 
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would seek out older women in the community who knew particular “local” medicine and 
specific plants traditionally used that would terminate an early pregnancy.  Other women I 
interviewed had never heard of local medicines to do this, which I inferred to mean either 1) 
some islands have local medical knowledge for terminations and some do not, or 2) this 
protected knowledge is only for those who need it.  Massage often plays a big role in the local 
remedies, and this massage often includes application of very hot cloth, sand, or other materials 
to the woman’s stomach.  Other methods included taking a large amount of medicine—any kind 
they could get access to: ampicillin, Motrin, aspirin—and essentially attempting to overdose.  
The family planning nurses said they occasionally encountered someone already pregnant and 
trying to use birth control to stop the pregnancy.  Finally, the most common and surprising 
method attempted by many is drinking a large amount of soy sauce; some said a cup, some said a 
whole bottle.  I have no idea if this has any validity or not, but it is an easily accessible method 
for girls with limited access to funds, medicine, or people to help and plenty of access to soy 
sauce.  
Many of the methods described could be very dangerous for these young women and I 
did hear stories of girls dying from attempted terminations.  While this study is qualitative and 
makes very unclear the incidence of these attempted unsafe abortions, giving girls and women 
greater access to safe family planning methods—especially in Chuuk where only married women 
with approving husbands really have access—is something that needs further exploration. 
MENOPAUSE 
The final linear life event in women’s reproductive lives is menopause; a time marked by 
no longer having to worry about another pregnancy.  The majority of the women I interviewed 
had stopped menstruating or were close to stopping, and were excited about it.  This was another 
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area in which I asked them if anything changes when a woman’s period stops, and they said they 
did not know and turned the interview around, asking me.  A few women thought menopause 
meant they could not get pregnant anymore but took this opportunity to confirm this with me.  
Otherwise, discussions about menopause were unremarkable.  One woman recently learned what 
a hot flash was when she experienced one, and thought the term was misleading for how long 
they last.  Otherwise women had no symptoms and were simply happy to be at this point in their 
lives.  
Menopause is another area which has received little attention from ethnographers and I 
wonder if it is because of the unremarkable attention women give to this transition.  Some 
researchers have attended to aging among women in different ways, though, discussing the 
flexibility with acting outside of gender roles (Flinn 1985, 2007, 2010) and the respect women 
get as they age (Fitzgerald 2001; Flinn 1985, 2007, 2010).  My findings most definitely 
corroborate this literature.  While women loved telling their stories of being young and becoming 
mothers, the older women expressed contentment with their lives just as they were at that point.  
They had grown children and grandchildren, and they were respected heads of the family they 
created.  Further, the older women in my study described their marriages in much happier 
terms—and for those with husbands still alive (with whom I also met and spent time)—their 
relationships appeared to me to be solid partnerships.  It was as if they got through all the hard 
times and now just got to relax and enjoy the easy life, advise their own children on life, and help 
raise their grandchildren but with much fewer obligations.  Many women at this age were part of 
women’s church groups in Chuuk and Guam that focused on community needs, helping their 
youth, and naturally, socializing.  Women’s groups have received some attention by other 
ethnographers for their role in helping women to influence policies (Dernbach 1998, 2005; 
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Marshall and Marshall 1990), as well as the power of a collective of sisters and cousins in 
negotiating (Flinn 2010).  In fact, the CWC with whom I affiliated is an organization made up of 
these women’s groups: primarily older women who use their increased influence to help their 
communities and families in various ways.  This is not surprising given the value of motherhood 
(Dernbach 2005; Fischer 1956, 1963; Fitzgerald 2001; Flinn 2010) and the elderly (Flinn 1985, 
2007; Petersen 2009) in Micronesian communities that this would be the time in which women 
had the most power and respect, and the most happiness. 
SUMMARY: REPRODUCTIVE LIVES 
This chapter condensed the entire sexual and reproductive lives of Chuukese women with 
whom I spoke into the most prominent and relevant themes impacting Chuukese women’s 
overall sexual and reproductive health.  I approached women’s reproductive lives from a life-
course perspective that attempts to understand how women’s reproductive bodies are controlled, 
symbolically and socially constructed, and individually experienced.  Understanding the entire 
life provides insight into gendered notions of sexuality and the control of sexual bodies.   
In addition to providing important contextual information to understand women’s 
reproductive lives both symbolically and experientially—this chapter described the many ways 
in which women’s health and health care may be impacted—thus also allowing insight into 
points of intervention for improved sexual and reproductive health outcomes.  Possibilities for 
intervention will be discussed further in Chapter Eleven. 
What I have presented thus far is a linear description of Chuukese women’s reproductive 
lives, with particular attention to various life-stage events women experience related to 
reproduction.  This linear coverage has left out some of the context of women’s lives that is 
ongoing throughout: in particular, their sexual lives.  The following chapter will describe aspects 
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of women’s sexual and reproductive health and lives that are not explicitly tied to their 
reproductive capacities but still intimately connected to their gendered experiences. 
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CHAPTER NINE 
SEX, MARRIAGE AND SEXUAL INEQUALITY 
 
In her dissertation, Dernbach (2005) discussed the attention sex received by early 
anthropologists studying Chuuk (Caughey 1977; Fischer 1963; Gladwin and Sarason 1953; 
Goodenough 1949, 1978) and to that I would add Moral’s (1996) more recent thesis focusing on 
women’s sexuality using a symbolic analysis.  Dernbach (2005) and I both considered much of 
the early work to privilege a romantic perspective of practices that I learned to be exploitative, 
coercive, and surrounded by the element of distrust.    
Romance and love are clearly valuable, exciting, and important for women—and just as 
Dernbach (2005) experienced with Kuttu women—I found gossip regarding who is, may be, or 
was sleeping with whom and how that relationship came to be was quite common.  Further, 
women’s stories of falling in love, sneaking love notes, and sharing those first experiences were 
full of excitement and longing for youth, further demonstrating the power of romance and love.  
Yet, my interviews, observations, and informal discussions with women in Chuuk and Guam 
yielded a great amount of information on sexual inequality and of sexual coercion that is enacted 
upon women, sometimes with the (passive or active) consent of other women.  Women are 
expected to control sexuality of any men with whom they come into contact, and accept that not 
all women can do that and that their husbands will likely have affairs with those women.  
Further, women’s sexual bodies are forced to engage sexually through physical force, love 
magic, their husbands, and sometimes their relatives throughout their entire lives.  
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 This chapter will discuss women’s sexual lives within and outside of marriage, the sexual 
coercion to which they are often subjected, and the STI/HIV risks associated with their sexual 
experiences.  First, I will describe forms of coercive and exploitative sex such as the use of love 
magic.  Within the context of love magic, marriage and in particular control of women’s 
behaviors, I will discuss the use of sex as a way to “shut a woman up.”  Next, I will discuss 
marriage as an institution and expected norms of appropriate sexuality as contrasted to 
extramarital affairs.  Then, I will briefly provide some description of a fairly untouched area for 
study: transactional sex.  By presenting each of these elements of sexual inequality, I risk 
portraying all Chuukese men as abusive and violent, but as I hope to portray, it is not a simple 
“men as victimizers and women as victims” scenario, nor do all men engage in violent acts 
toward women.  The social context (enacted and perpetuated by both women and men) creates a 
space in which women are solely responsible for “moral” behavior and thus considered at-fault 
for any (especially sexual) transgression, even when they are assaulted.  In subtle ways, boys and 
girls are taught these gendered responsibilities by their mothers and fathers, perpetuating 
sexually unequal standards.  Women I interviewed also participated in perpetuating these 
unequal standards—although some exhibited agency in questioning the “status quo”—as did 
some men.   
Women’s sexual lives are experienced in considerably unequal and exploitative ways that 
also directly impact their STI/HIV risk, which will be the next topic I cover.  Yet, as I will 
explore, women have very little knowledge of STIs endemic in this community, except the 
fleeting information about HIV/AIDS which causes great fear.  At a minimum, women do 
understand their husband’s (or their) extramarital affairs put them at risk of getting STIs; this 
does not, however, translate to condom use or STI testing and counseling because of the shame 
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associated with STIs and HIV.  Consideration for this STI risk will shape the second-half of this 
chapter. 
First, however, I will review key themes presented in Chapter Eight regarding the sexual 
coercion women are in fear of and subjected to as adolescents and young women.  These 
“coming of age” stories portrayed in Chapter Eight are important to consider in this discussion, 
and tend to foreshadow lifelong experiences of sexual inequality. 
SEXUAL ASSAULT AND COERCION IN YOUTH 
The previous chapter discussed women’s reproductive lives in a linear fashion which 
necessarily depicted many elements related to sexual behavior and the symbolic perceptions of 
women’s sexuality.  As Moral (1996, 1998) analyzed, women are expected to act modest and 
hide any indication of their sexuality at an early age in order to avoid sexual interest from their 
brothers.  If a woman is sexually assaulted by a relative, she did not act modestly enough, and if 
she goes out at night, she will be to blame for getting “stepped on” (raped) by a man.  As women 
begin to “date” (albeit secretly), they continue to be expected to be in control of sexuality.  If 
they want to remain “pure” and a virgin, they have to stay home and not sneak around with boys.  
“Going out at night” presumes sexual interest, thus rape is “justified” in this context.  As the 
previous chapter depicts, Pamela and Praise both experienced rape with similar justifications.  
When women choose to have sexual relations with their sweethearts, it is often with the intention 
of marrying them, as several women explained.  Yet if those sexual relations do not lead to 
marriage, women feel like “damaged goods” (such as Norita), and rape thus becomes justified by 
virtue of their (presumed) shameful sexual activity (such as Praise).  If those sexual relations lead 
to pregnancy before a marriage occurs, women are further shamed by their inappropriate sexual 
behavior, although having a child can eventually result in an increase in power in their 
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household.  Even when the pregnancy is “legitimate” women are expected to endure the pain of 
childbirth silently as a demonstration of their strength, but also because they are expected to 
“suffer the consequences” of engaging in sexual activity.  Each of these elements is discussed in 
the preceding chapter, and are intimately linked to symbolic perceptions of women’s sexuality, 
as well as how young women are socialized into considering responsibility for all sexual 
behavior, forced or not.  Further, each of these elements of sexuality is shaped by an overarching 
concept of shame (seu).  It would be a shaming practice for a woman to not be modest in her 
clothing and behavior, further, women feel shame when young men demonstrate interest or have 
sex with them.  Moreover, women are shamed for getting raped and shamed for getting pregnant.  
These feelings of shame are an integral part of their young adult years, and continue throughout 
their sexual lives. 
THE LARGER CONTEXT OF SEXUAL ASSAULT 
Sexual assault is presented as a threat for women their entire lives: from random boys and 
relatives in their youth to husbands and possibly their husband’s brothers as they become adults.  
Further, women are well aware and take great precautions to avoid sexual assault.  As Moral 
(1996) described, the incest taboo structures much of how women behave and why they wear 
long skirts that cover any evidence of their sexuality to avoid demonstrating that to their brothers 
or uncles.  I believe the missing element of this analysis is that coverage is not simply to avoid 
incest; it is to avoid forced and coerced sex from any man, but especially from relatives, since 
that brings additional shame to the family.  If women are unable to avoid these encounters, it is 
considered their fault.  Norita’s mom explained this to her when teaching that she must wear two 
skirts at all times around her relatives:  
That’s what my mom said, she said it’s not the boy’s fault, it’s the girl’s fault.  
Because, the way she dress it makes the boy, it’s like it’s attracting the boy 
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starting thinking of, having you know?  Falling in something, or having, you know 
sex? [...] When he sees her body. 
 
 Glorida—speaking with great frustration over this expectation—described this succinctly:  
If he forced me, it’s my fault [pause] It’s not his fault. It’s my fault. 
 
The threat of coerced sex by relatives is very real, and I was particularly attuned to this because 
of my work with women and organizations trying to help girls in these situations in Chuuk.  
Often the mothers would attempt to ignore what was happening because of their reliance on that 
individual (uncle, stepfather, sometimes father of the girl) for their livelihood: housing, food, 
survival.  If sexual abuse happens in the family, or even sometimes if it does not, the girl and her 
mother also know that reporting it will bring shame to the family, so silence is the best approach 
(see also Rauchholz 2009).  Further, mothers often harbor some of the views women I 
interviewed harbor: that many of these young girls “like” sex with their fathers or uncles and the 
proof was in the repeat offenses, usually evidenced by multiple pregnancies.  
However, not all women believe women were solely responsible.  Glorida is infuriated by 
this idea.  Another one of my participant’s daughters was raped by her husband, the girl’s 
biological father.  When the woman found out, she tried to kill him, stopped only by her sons 
who held her down until the police arrived.  She blames herself for not leaving him earlier, since 
he raped her as well within their marriage.  She has a great fear of his deportation from Guam 
though; she knows if he is deported he will not “rot in jail” but be released in Chuuk, and as she 
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said, “If he can do it to his own flesh and blood, imagine how many girls he will hurt in 
Chuuk?”129  The fear of rape and sexual assault thus took on many forms.   
Returning to the literature, I did find some early discussions of sexual assault and sexual 
coercion by Marc Swartz (1958).  Swartz (1958) was among the early American authors 
Dernbach (2005) described as “voyeuristic” and I too considered this work to be rife with 
exploitative details of sex with the “exotic other,” and very sexist, often portraying women as 
both stupid and manipulative.  My personal feelings which rendered this work illegitimate led to 
me overlooking some important findings on sexual assault Swartz discussed in this report; this 
means sexual assault is not an entirely new phenomenon.  Swartz (1958) told two relevant stories 
from the 1950’s: men talked about sneaking in and having sex with women while they slept, or at 
the very least looking at their genitals; second men “blackmailed” women into having sex.  His 
example of blackmail was a case in which a man caught a woman masturbating and threatened to 
tell everyone if she did not have sex with him (Swartz 1958).  Much like my findings describe, 
Swartz depicted men seeking and getting sex no matter what, leading to sexual assault through 
coercion and physical force in many contexts (home and “out” at night).  This need to seek 
additional sexual partners at all costs exists on a continuum of behaviors that boys are socialized 
to engage in to “prove themselves” as men—thus much sexual “success” is part of the masculine 
framework in Chuuk—as it is in many parts of the world.   
Sexual assault or coercion is not just through physical force; magic and engaging the 
spiritual realm is also a way to access women’s sexual bodies. 
 
                                   
129
 I have chosen not to even provide this woman’s alias name just in case she can be identified through this story.  
Guam is small, and if this story made her identifiable using her alias would make all her other stories lose 
confidentiality.  
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LOVE MAGIC = COERCIVE MAGIC   
‘Love magic’ […] is far more malevolent and transgressive than has been 
appreciated by most writers who have tended to treat it […] less as an issue of 
gender and power, than as a benignly quaint exotic holdover from the traditional 
past. [Dernbach 2005:260] 
 
Love magic has been a topic of interest for many scholars of Chuuk (Caughey 1977; 
Dernbach 2005; Gladwin and Sarason 1953; Goodenough 2002; Mahony 1969), as it is 
interesting: magical, full of romance, and another form of proof that Chuukese people are quite 
enamored with ideas of love, sex, and romance.  Yet, as women discussed their experiences of 
falling victim to love magic, they rarely sounded romantic; in fact these accounts quite sounded 
like coercive sex.  After discovering this, I returned to Dernbach (2005), who found the same 
elements of love magic in the Mortlockese Kuttu community as I did interviewing women from 
all over Chuuk.  Love magic in its essence is used to gain control over another person’s physical 
and mental will and capacity to make decisions about sex and love (Dernbach 2005; Mahony 
1969).  As Mahony (1969) described, it is much less frequently used for romantic love; it is 
usually used for sexual coercion and attempts to lure “women who talk” into sex (Dernbach 
2005), a concept I will explain further below.   
Some of the women I interviewed spoke of love magic with less victimization; primarily 
those women who thought their long-term husbands used love magic to initially lure them.  Nelly 
believed her partner did as she ignored him for weeks, but after accepting a mango from him she 
could not stop seeing his face and thinking about sex everywhere.  Shortly thereafter, she ran off 
with him and they were married soon after that.  Eryna’s first love also likely put magic on her as 
she could not stop seeing his face even when she ran off to Saipan and listened to her mother 
(who did not approve of this boy); he eventually committed suicide and she still saw his face 
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until she was treated.  In addition to these less violent depictions of the use of love magic (not 
including the resulting suicide), love magic was used to attempt to quell a man’s constant affairs 
or to make a couple’s relationship stronger.  These were the exceptions however; most women 
felt victimized. 
Love magic is suspected in a variety of settings (Dernbach 2005).  Those men who are 
extremely controlling and jealous of their wives are suspected of using love magic to lure them; 
consequently these husbands fear the love magic they put on their wives will make them sexually 
“wild” (Dernbach 2005).  Abusive men are also often explained as likely victims of love magic 
by their wives; their abuse is thus blamed on her for manipulating the circumstances of their 
relationship and making the husband paranoid and possessive (Dernbach 2005).  In my 
interviews, these elements were not as apparent in the lives of the study participants, but 
experienced by their family members.  Just as Dernbach heard stories of women going crazy and 
running around naked from too strong of love magic, I too heard about distant cousins and girls 
on the women’s home islands who fell victim and ran around naked.  Most of these women’s 
experiences involved teaching them a lesson.    
Teaching a Lesson 
Love magic is especially feared by women because the boundaries transgressed 
are both mental and sexual. [Dernbach 2005:268] 
 
When coming of age, women are taught many lessons to protect themselves.  Three of 
prominent importance for love magic include: 1) Do not speak harshly or negatively toward a 
man, 2) Do not let a man touch you (anywhere) and 3) Do not take anything—a letter or food or 
anything else—from a man.  These rules told to women and girls are their mothers’ attempts at 
protecting them from love magic.  A man can put love magic on a woman through touch, food or 
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some other object, or possibly just by staring at the woman of interest.  Women are less likely to 
fall victim if they are polite; as Dernbach (2005) described most forms of love magic are used in 
response to a woman ignoring sexual advances or speaking harshly to a man.  Thus, the love 
magic is used to teach her a lesson about how to talk to men
130
: 
I heard many stories of the vengeful use of love magic by young men who felt 
they had been slighted or humiliated by a woman. In cases such as this, where 
love magic is used as revenge, it is most often against a woman who is perceived 
to have acted in a disrespectful or arrogant manner. Women thus accused of being 
“lamelam tekiya” [arrogant, loud, boastful, brash, disrespectful] are immoral 
because they put themselves above others, are loud, outspoken, boastful and/or 
arrogant. [Dernbach 2005:263] 
 
Women who shared their stories of victimization with me often blamed themselves for 
not listening to their mothers and being more polite and respectful when these men initially 
approached them.  One day after work, Eryna was approached by a man whom she did not know.  
She walked past him, ignoring him and kept going about her day.  Soon after, a man started 
calling her work and talking to her.  She did not know this man and did not give him much 
attention or thought.  Eryna did not even know it was the same man she saw.  She was annoyed 
she kept being harassed by this stranger on the phone.  Fast forward a few weeks and food 
appeared at Eryna’s work desk when she returned from a break.  Her co-workers in typical 
Chuukese fashion said “Come eat! We’ve got lunch today!”  Eryna asked where the food came 
from, but did not get a straight answer; she enjoyed the food like everyone else.  A few more 
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 Mahony (1969) also discussed this once in his conclusion.  Although he depicted love magic as romantic, he did 
conclude that various forms of safei and magic are utilized to control women: “All the spirit powers of Group I, 
some of which we have already discussed, emphasize contingent behavior.  It is rather interesting to note how many 
of these are concerned with restraining, controlling, and channeling the behavior and activities of women, either by 
threats to their own health, or to the health of their children. The spirits seem to be supporting the established social 
authority which, of course, has been in the hands of men” (Mahoney 1969:246). 
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times food appeared and each time they all ate.  Then, Eryna received a phone call from this man 
asking if she liked the food.  She realized she had been tricked and her coworkers were not even 
helping protect her from this attempt to put magic on her.  Shortly after, there was a work 
function and this man appeared and offered to drive Eryna home.  The coworkers knew him and 
told her to go with him.  They ended up at a hotel and the details are blurry.  Eryna knew she had 
sex because she woke up naked, but did not know how or why.  She asked him to take her home 
and that was the end of it.  This was her first sexual encounter, although she was well into her 
twenties.  Eryna said she tried to not believe “in all that” because as she told me she is “a good 
Christian,” but then it happened to her, and she knew it was because she ignored the guy. 
Similarly, Praise’s second partner “came out of nowhere.”  She literally woke up with 
him on top of her, and the next thing she knew they were living together and having children.  
Again, this part of Praise’s life was a blur and she imagined he must have used love magic on 
her.  He was jealous and abusive and she eventually got away from that relationship.  However, 
this was not the end of her experiences with love magic.  Praise had a boss at work who she 
really hated.  One day Praise blew up in anger, yelling and cursing at him:   
I thought: “This is the time that I’m really gonna tell you that I really hate you,” 
but I forgot what my mom told me. Don’t ever say bad words or say you know 
like, show the guy that you hate him. 
 
Shortly after she yelled at him, this man had a visitor to their work, with whom the boss spoke 
about Praise: 
This guy he gave him something he came out and he put perfume in his hand and 
he just went like this to me [blowing].  I say “What’s going on?” [ …] So we left 
and you know from that point on you know like. Not only him you know, the [men 
at her work] are very. They’re so much uh, uh but only him I was you know after 
that I started to you know like be bothered. 
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Praise eventually had sex with the man who she hated and imagined this was because of the love 
magic.  She learned her lesson about talking harshly to men.   
Teaching her a lesson is not always with love magic 
Having sex with a woman to “teach her a lesson” was a broader theme that did not 
always include suspicion of love magic.  It was often the way in which men asked permission 
from their wives to have sex with certain women.  While some marital exploits by men are secret 
and purposely kept from their wives—especially if there are strong feelings for the other woman 
or the wife is less accepting—many include an element of collusion with the wife.  Siera 
explained this to me in the context of her relationship: 
Siera: When he’s married, he’s always home […] Uh, that’s one thing they, like 
this one person is saying [gossiping about him] and he said “Can I go and 
just take her out so she can shut her mouth?” Something like that, I said 
“Yeah but think about the disease.  Always think about the…” 
Sarah: When you say “Take her out so she can shut her mouth” is that like…? 
Siera: Like, they start talking you know about this and this [gossiping, saying] 
“He like me” or you know?  That’s how the Chuukese people are. 
Sarah: So what do you mean, like when the girl is gossiping and saying bad 
things, he has to have sex with her to stop her from gossiping? 
Siera: Yeah.  Like […] this girl is talking about “Hey you know I don’t like that 
guy or this, the brothers because” or “They like me and I don’t like them” 
or “They, they’ve been trying to [have sex]” I mean, so that’s how, you 
know?   
Sarah: So what do they do? 
Siera: They go and talk to the girl and take her, and sleep with them, yeah […] 
And they said that’s the only thing [to do so] the girls will stop talking, 
yeah. 
Sarah: Why would they stop talking? 
Siera: They are ashamed, or you know?  Like “Oh ok I’ll stop because he will 
turn around and […] you know ‘we were doing this and this [spread 
stories about their sexual encounter].’” So, that’s how the boys are […] 
Yeah, mostly from Chuuk they are doing that. […] They took them and you 
know whatever [had sex with them] and then they [the “gossipy” girls] 
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stop talking.  ‘Cause they are embarrassed, you know?  They don’t want 
to talk anymore because they like him... 
Sarah: Did, would he tell you about those women? 
Siera: Yeah, they’d talk about it. Yeah he talks about it.  So he’d say “This girl is 
like this and that” [explaining her private parts and sexual behavior] and 
I said “You know I’m not interested in that,” cause I feel sorry for them.   
 
Siera’s story highlights elements I heard continuously.  First, one of the primary reasons to ask 
permission to have sex with a girl is that she is gossiping and saying bad things about the man or 
his wife (or otherwise being lamelam tekiya: arrogant, loud, boastful, brash, disrespectful).  One 
of the primary offenses is talking about how this man wants her but she is not interested.  His 
way of stopping her is to have sex with her so it is clear that she is interested after all.  Another 
element of Siera’s story that was common was the return to the wife with information.  Siera and 
other women often said they did not want to hear about the sexual encounter, but listened as their 
husbands describe it anyway.  The stories told by their husbands upon return home include both 
the sexual acts they engaged in and what the woman’s genitalia looks (and smells) like.  Each 
new sexual adventure of her husband provides a woman information about another woman’s 
genitalia—size, shape, smell—and also what she was willing to do and not do with the husband.  
The wife then has power over these women because their stories are in her masowen na sàngà 
(basket of things), as Kaylyn explained to me: 
Oh yeah, yeah, another because another thing is uh, they, those women they take 
pride, uh, have you heard of the masowen na sàngà? Sàngà is that sack, you 
know? The ugly truth about, how uh, how ugly your vagina is [laughs] or how 
stinky you are is in that woman’s sack.   
 
While each of the four women with “sharing” husbands indicated they felt sorry for the girls and 
women that were then ashamed, there was also indication that this felt good.  It was a way in 
which the cheating husband was proving his allegiance.  As Siera said, “he always comes home.” 
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Further, the sharing of this intimate information with the wife makes a man’s sexual exploits (the 
other women) powerless and scared of the wife, as Jessica explained:   
Like me like, when my husband always telling me that, I say “What’s the use of 
telling me that?” Sometimes I don’t like, right?  But sometimes I enjoy because 
you know it’s like for fun.  Because I know he tells me the bad things of them, 
yeah. 
 
If the woman ever crosses the wife, she will let that sack of secrets spill out, bringing public 
shame to the woman who slept with her husband.  Jessica is among the women who ridiculed her 
husband’s sexual exploits, sometimes for fun by calling them out publicly or individually and 
making them uncomfortable, sometimes privately by gossiping to her sisters
131
.  This element of 
telling women to control other women is—in my eyes—coercion in another way.  There is no 
way of knowing whether the sexual partners of married men are forced or happily accepted sex 
(likely both happened with some magic on the side), but women are purposely put to shame for 
their behaviors not just as a consequence but as a goal of the sexual encounter.  This practice 
places women in the position of both the person controlling women’s sexuality (as the wife) and 
the person being controlled (the girlfriend). 
Not all women were in agreement with this practice, and not all men did this or told their 
wives the details, but those long lasting marriages that women described positively and happily 
almost always included the disclosure of other sexual partners.
132
  Thus, as Dernbach (2005) 
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 Mahony (1969) also discusses this in a short note (note 4, page 235), and indicates that women accept their 
husbands affairs as long as they are told about it, because if the “other” woman tells the wife before her husband 
does, she is ashamed and it shows the husband likes the “other” woman better.  So, as long as the husband tells the 
wife so she has the knowledge first, she is accepting of the affairs.   
132
 Only one woman in the fifteen I interviewed did not suspect her partner had other partners during their marriage 
or long-term relationship.  Of the fourteen others, four described the details their husbands/partners would bring 
home, another nine had husbands who did not necessarily hide their affairs but did not share details either; and one 
suspected her husband but had never seen proof of his infidelity. 
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said, extramarital sex is expected of men and sometimes accepted by their partners.  While those 
marriages seem happier, the less accepted and more secretive affairs cause problems which often 
lead to marital dissolution (or at least marital problems).   
My goal in describing these practices is not to place a value judgment on multiple sexual 
partners, but rather to draw attention to the elements of gender and power that shape them.  Men 
are expected to have sexual relationships outside their marriage.  This starts in youth as men 
compete for partners and are encouraged to have fun.  Women alternatively, are expected to 
remain pure and virtuous until marriage and stay only with the husband after marriage (see more 
below).  In order to do this, women must dress modestly, speak quietly and humbly to avoid any 
potential magical coercion, and never be caught alone.  Further, they must not desire to have 
other sexual partners of their own free will.  This contradictory way in which women and men 
are perceived is not lost on the women I interviewed, such as Jasmine: 
Yeah.  So maybe, maybe that’s why it’s, it’s part of the, because that’s the way my 
mom said it.  It’s ok for the men to have a lot of women, but it’s not ok for we 
women to do it.  And you know, in a way […] it’s ok for a man to have a lot of 
women, who are these women?  Chuukese, the same Chuukese woman, and yet 
the mom was saying “It’s not ok for you women to have a lot of guys” when these 
are all the women that! [...] And even, she keep saying, eh, it’s you, it’s part of the 
norm, of the man, to keep sneaking from one woman to another to another to 
another.  
 
Clearly women are having sex—whether it is by choice or not—is less clear.  Regardless of the 
amount of sexual coercion experienced, women are deemed to be at fault for what happens.  
Regardless of how women actually behave, officially they are expected to uphold the virtue of 
their clan by being good girls and good respectful women.   The following section continues 
down the life path as it portrays how women are supposed to be good, respectful women within 
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and throughout their marriages, and how marital infidelity and sexual assault shape their married 
sexual lives more broadly. 
MARRIAGE 
Marriage, particularly in the early years, is an especially fraught relationship for 
women in contemporary Chuuk, perhaps more so than it reportedly was in the 
past due partly to the development of the Christian nuclear family and ideologies 
that promote men as the head of the household (Dernbach 1998). Nevertheless, 
wife-beating seems to have long been an accepted part of marriage (cf. Carucci 
1990; Hoff 1992; Nero 1990) […] Extramarital and “sweetheart” relationships, by 
contrast, have typically been regarded by women as more emotionally and 
sexually satisfying than marital relations and the only possibility for romantic 
love. Once a woman marries a sweetheart and he becomes a husband, the 
happiness and security of their romance fades.  [Dernbach 2005: 265-6] 
 
As Dernbach described, marriage makes romance go away.  Just as she explained, the 
women I interviewed had a particularly difficult time in the early years of their marriage, which 
involved possessive jealousy of their partners toward them, continuous extra-marital affairs, and 
sometimes physical and psychological abuse.  The privileging of the male-as-head-of-household 
through Christian nuclear family ideology is something I also recognize, which contradicts the 
matrilineal family structure in which women’s brothers are their most loving and long-term 
relationships (Dernbach 1998, 2005; Flinn 1994; Gladwin and Sarason 1953; Marshall 1977).  
Yet, women are still taught their brothers are the most important men in their lives, and the 
leaders of their lineage, as Jasmine’s mother taught her and her siblings:  
She will talk, uh, she […] “You know, ladies, your brothers are the pillar of your 
respect and worth.  So you take care of your brothers, so they will take care of 
you. Yes you will have a husband, but your husband is just a flesh that will add to 
you.  These are your own flesh.” And then “And you boys, you take care” and you 
know. 
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The problem is that women in these communities are simultaneously taught by the church that 
their husbands are the leaders of their (nuclear) families.  In the context of migration, this 
contradictory message leaves women with one of those leaders much more than the other: their 
husband.  This creates a context in which marital problems are not mediated by family members.  
Although brothers often live in the same territories or states as their sisters (such as Guam or 
Hawai’i), they do not always live in the same household, and thus do not recognize possible 
abuse that may occur.  Further, because of the incest taboo that precludes discussion of a 
woman’s marital issues around her brother, women cannot mention abuse: they are taught to stay 
silent and endure it.  Thus, the brothers need to figure out by themselves that their sister may 
need help.  This scenario leaves women on their own in managing what are often tumultuous and 
abusive relationships.  
Where my findings differ from Dernbach’s (2005) description is the idea that there is 
some sort of boredom with romance among women that may lead women to extramarital 
relationships for emotional and sexual satisfaction.  Of my interview participants, two women 
had a very brief affair early in their marriage; otherwise none were willing to, or they did not 
disclose it to me.  Yet, they were often certainly disillusioned by the reality of marriage versus 
the excitement and romance with which their husbands pursued them.  The reality was that their 
husbands often kept pursuing romance, but with other women.  Yet, these women told me they 
accepted and endured the harsh reality they felt was part of being good women, and often 
continued to love and cherish their husbands both emotionally and sexually. 
Some of the older literature that describes extramarital affairs as so accepted appears to 
be a romanticized and gender neutral version of Chuukese marriages, which ignores the different 
standards to which men and women are expected to adhere (Dernbach 2005).  While it is 
351 
 
generally accepted that men will have affairs, women do not have that flexibility, and while such 
extramarital affairs do still happen, women who are caught are subject to harsh punishment by 
their husbands and their parents, whereas men are rarely punished at all for their affairs unless it 
is incestual
133
 (Dernbach 2005).   
Nelly was one of two women who admitted to having a love affair with her childhood 
sweetheart with whom she never had relations as a teen.
134
  He sought her out when she went to 
visit her mother, and she happily went off into the woods with him.  At the time she was very 
young and had only been married two years.  When she got home her mother already knew about 
the affair and beat her for it.  Nelly’s mother forced Nelly’s little sister to return home with her 
so that she would not be alone at any point in her walk (possibly meeting up with her 
sweetheart).  The sweetheart went anyway and walked them back to Nelly’s (husband’s) village 
so that she would be safe.  Nelly told her fairly new husband about the affair and showed him her 
love marks.  He forgave her.  Since most women get beat and kept in their household for months, 
Nelly was very surprised by this reaction and asked her husband why he was so calm.  He said he 
had to show he was mature enough to be ok with this affair as long as she never did it again.  
That was Nelly’s only affair, but her husband had several throughout their marriage.  While 
Nelly was the only woman caught for actually having an affair, some women told me of the 
problems they had because their partners simply suspected affairs.  Jevlyn’s partner suspects she 
had an affair several years ago, and whenever she attempts to discuss rumors of his many 
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 Even then punishment is unlikely as women are responsible for controlling the sexuality of men. 
134
 As with the disclosure of any information that creates a negative image of someone, I have considered the 
possibility that some of these women may not have wanted to disclose their affairs in order to maintain a positive 
image.  These women did, however describe intimate details of other behaviors they engaged in that portrayed them 
negatively, which made me feel as though they were very honest about their sex lives.  However, desirability bias 
may have made this number much lower.  Yet—even if more women had affairs—the double standard still exists.  If 
they are caught, they are subject to abuse, whereas men’s affairs are barely worth a scolding. 
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partners with him, he immediately reverts to that suspicion.  Similarly, Siera informed her 
partner that his brother attempted to have sex with her, and even though she came forward to her 
husband about the attempt he would occasionally comment that he would never know if 
something really happened.  Suspicion of affairs thus gave men justification for keeping women 
at home, often not allowing them to work or socialize all while having affairs of their own, 
something Dernbach (2005) discussed as well.   
Some affairs are “culturally” acceptable for women, namely when their husbands’ 
brothers ask for them and the husbands agree (so it is not really called an affair) (Caughey 1977; 
Goodenough 1949).  The agreement is often depicted as something the husband does not want, 
but he does not want to show his weakness or stinginess—much like Nelly’s husband—although 
that was not an affair with his brother.  Much more often I heard of the opposite: sisters (or 
cousins) of the wife having sex with her husband.  Officially this is acceptable, and women refer 
to tradition and culture warranting this,
135
 but generally the way it happens is not in any official 
capacity and women often told me they did not approve in their marriage regardless of “culture” 
(but it happened anyway).  Women found out about their sisters’ affairs either through a 
pregnancy or some other way and this would lead to a variety of reactions.  The more positive 
reaction was the belief that if a woman has to deal with her husband “going around,” it is better 
to keep it in the family.  Other stories were of sisters who physically fought and/or did not speak 
anymore because of the affairs.  Some women are left for their sisters or cousins. 
In the context of migration, a common way in which this happens is when women bring 
in a younger female relative for childcare assistance which leads to sexual relations between this 
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 This sexual access is also something that happens when people die. If a partner dies and there is a single sibling 
of that partner, often the families will request that they get married to keep the families together.  It is still ultimately 
up to the two people.  One of my participants married her dead husband’s brother; another was offered but said no. 
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relative and the husband.  In practice, the stories I heard did include the partners having sex with 
female relatives in the household, but rarely did that include taking the man away.  Siera, Jevlyn, 
and Maureen experienced this themselves; Jevlyn twice.  The first time she lost the partner to her 
sister, the second time (with a new partner) her cousin left the household.  Siera’s partner had an 
affair with her sister and a cousin but he always stayed with her; Maureen as well.  Other women 
I interviewed told me about their cousins or siblings who had similar experiences.  The women 
explained that when a man asks for sex from one of these in-house relatives in Guam, her options 
are to agree or to move out.  I do not want to paint all women as victims, and I am sure some of 
these women desired to have sexual relations, but they are often not given the option to make 
that choice given their housing options in Guam.  I asked if this happened at home in Chuuk, or 
was this simply an impact of migration.  Respondents reported that it does, indeed happen.  
Living in the same compound allows for the same sort of sexual access, but often brothers or 
fathers of the women involved will try to stop this sort of behavior if it is causing family 
problems.  The women I interviewed told me stories of family members in which lovers fell in 
love and ran off to Guam, Hawai’i, or the mainland to be officially together, again bringing 
Chuukese transnationality back into the picture. 
When I asked women about why it is that men can have affairs and women are less able 
to do so, they gave me interesting and unexpected answers.  First, men are expected to make 
mistakes, and they can.  They are considered to be one big mistake as the word man denotes (as 
several women told me, mwáán means both man and mistake in Chuukese
136
).  Women 
conversely are the harbingers of the culture, clan, and community.  Consequently, when women 
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 The term mwáán is not the common term used for mistake; generally it is tipis or cheengngau.  When mwáán is 
used in reference to a mistake it normally is meyi mwáán or as mwmwáán (Mac Marshall, personal communication). 
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do things such as engaging in extramarital affairs, they bring shame to the entire family.  Thus, 
women’s virtue is also women’s constraint.  Jessica gave me another reason: women just do not 
care as much as men, so their extramarital affairs are not worth much concern:  
Because, you know us, like we don’t really care about the man right?  […] but the 
man really cares about us.  If you just do anything with a man that’s when there is 
fighting and something like that.  But us, we can, we can just [forget about it], you 
know? If you know your husband going with somebody right? Just for example, 
you’re getting mad but it’s not really like the man when they are getting mad […] 
because us, we don’t really care about them right? […] It’s like, that’s custom.  
 
These explanations put gendered power into another perspective, bringing power back to the 
women in unique ways, but it still constrained their freedom to behave how they wanted.  Others, 
like Mary, said they were taught by their mothers to deal with husbands’ infidelity but to never 
have extramarital sex outside their marriage like men:  
So when I came down […] I was I was telling my mother the story [of Mary’s 
husband cheating]. I was telling my mother what I think and my mother told me, 
“Don’t ever take revenge on your husband cheating.” I said “Why?” “Because it 
will come back to you and make it worse.” 
 
As Mary’s mother told her, women could justifiably be beaten, left, forced to stay home, or 
worse, if they had an affair (see also Dernbach 2005).   
The last point I want to make about extramarital affairs is related to the idea that the 
boring nature of marriages and the lack of pursuit led to affairs (Dernbach 2005; Goodenough 
1949; Swartz 1958).  While romantic pursuit is definitely an element of the past in these 
relationships that couples may miss and long for, this does not mean that married couples stop 
having regular sex.  The women I interviewed had very active sex lives with their husbands; 
some very happily, but others by force. 
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Marriage and Sexual Assault 
When discussing young love, first partners and night crawling in the previous chapter, 
and love magic in the current chapter, I wrote about something rarely discussed in the literature: 
forced sexual relations, “stepping on the stomach” and falling to boy’s charms and magic.  The 
narratives offered by the women I interviewed portrayed this period of time as rife with conflict; 
stories of love and excitement coinciding with heartache and violence.  The conflict and 
heartache clearly does not end in marriage—as affairs fulfill much of this energy—but neither 
does the sexual violence.  Several women told me stories about their partners forcing sex upon 
them well into their marriage, or women who “gave in” because it was not worth fighting 
regardless of their (lack of) sexual desire.  These started early in the relationship: Norita’s first 
partner took her to a secluded area and begged her for two hours to have sex with him before she 
succumbed.  She carried on a relationship with this man for years not just out of love (although 
she did love him deeply), but because she felt he “ruined” her for marriage.  Praise’s first two 
long-term partners raped her as initiation into their relationship, and the second partner continued 
to be violent sexually and in other ways until she got free from him.  Post-marriage, this violence 
often continues: Pamela’s current partner comes home, forces her to have sex when the children 
are in the other room (thus, she does not feel she can yell) and leaves again for his new wife.  
Pamela has been pregnant twice in two years because of this and—given her situation—adopted 
the babies out.  Maureen similarly lived in a small apartment in Guam with her brother who got 
mad at her for making angry noises at night and waking him up.  She felt ashamed and had to 
stop fighting her husband’s advances to respect her brother’s objections to the noise. 
By demonstrating the frequency of these stories I do not intend to express marital rape as 
something socially acceptable; but it does seem something common and perhaps tolerable. 
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Jasmine’s story elucidates the inappropriate nature of raping a wife, the ownership with which 
men associate their wife, the expectations of women to deal with their husband’s behavior 
regardless, and the unfortunate acceptability of raping strangers.  
Jasmine: Yeah.  And, even when he, there is, there was this time, I really told him 
that “Ok you can come back” but I can leave him anytime. So he stays 
with me, with my children, but I never sleep with him no more.   
Sarah: And he didn’t try? 
Jasmine: He [pause] he raped me. [pause] He went over and he talked to my 
mom.  He said “How are we going to keep pretending that we are 
married when she really don’t want me to touch her or sleep with 
her?”  My mom was really asking me, you know?  That’s why she said 
“Are you woman enough to have a family? Because family’s really a 
big responsibility. You have to be strong enough.  You have to have 
that forgiving heart.  You have to be woman enough to be a woman.”  
And when my mom came one time, she saw my underwear torn, 
because I throw it out, what for to keep it?  She was raking
137
 and she 
said “What happened?” I said “He raped me.” And that’s when she, 
she approach, she approach him and she said “You know I would 
really like you to sleep with her, as a couple, not as a stranger.  
Because fighting your wife is not going to bear you good children.  You 
are going to hurt her, and pretty soon no more mother for the other 
children.  So you take care of the way you sleep with my daughter.” 
And I know he was kind of ashamed, and he went, he went to his place 
[island].  I don’t know how long.  I didn’t know that my mom talked to 
him.  So when he came he said “Now you are happy?” I said “Why?” 
“Oh you didn’t know that’s why I left?  Because your mom saw your 
underwear and she talked to me about it.” I said “Well, I didn’t realize 
that you get hurt.” “Because it seem like I’m not even your husband.” 
Sarah: Like he has a right to do that? 
Jasmine: [Raised eyebrows
138].  “You hold yourself away from me like, it don’t 
belong to me or…”  Because that’s what they think. They think their 
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 Throwing something out generally means throwing it in a trash pile somewhere on the property. 
138
 In Chuuk and much of Micronesia, there are many non-verbal communication cues.  A quick raising of the 
eyebrows indicates “Yes.”  It can be a definitive “Yes” to a Yes/No question, or a constant eyebrow “Yes” like 
when someone is explaining something and you want to indicate you are listening (for example, when we say “uh-
huh” or “right” in English).  
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wives are, something. An object. Yeah.  They, they have the 
authorization over, everything on their wife. So, [pause] 
Sarah: What about, uh, your mom said “Don’t have sex with her like a 
stranger?”   
Jasmine: I don’t know, because strangers are usually the ones who fight, the girl 
to have sex with?  I don’t know. Usually the woman who get raped by 
someone, they are just, they are not related to the one who do the rape.  
Maybe that’s what she meant?  But, he did more than ten times because 
even when we were here [Guam]?   
Sarah: So he, he raped you more than ten times so you… 
Jasmine: More than! That’s why I really love Bella. Bella is not supposed to be, 
but he keep raping me.  And that’s, you know? That’s my baby […] 
But, I was kind of, really, hoping that, “Let it be a girl.  I don’t want 
him to be a boy and he will do that to, other girls.” And as I said, it is 
really hard to say, your husband rape you because he’s your husband. 
 
Jasmine’s disturbing description of multiple rapes demonstrates the wife’s obligation to allow 
her husband sexual access and the strength women are expected to have in enduring all the 
problems men create.  Just as Jessica explained (see Chapter Eight), understanding men would 
accept the sexual abstinence required for family planning methods such as the Calendar Method, 
but the husbands who are not understanding (or, she added, are drunk) would get mad, beat his 
wife and possibly rape her.  Jasmine also posited that wives are supposed to be treated with more 
respect; in particular more respect than “a stranger.”  I followed up with this question after 
months of hearing about girls being unsafe alone because “a boy might come and have sex with 
her” which I eventually learned was frequently against her will.    
Marital sexual assault and sexual assault in youth is a very real and enduring threat to 
these women, and so is a possibly new form of sexual coercion emerging.  The following section 
will discuss a different way in which women’s sexual bodies are being controlled through the 
wage economy. 
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SELLING SEX: A NEW BEHAVIOR OR A NEW VERSION OF IT? 
The last element of sexual coercion I wish to discuss is that of the sale of bodies for sex.  
This theme was prominent in my observations and discussions with women in Chuuk as well as 
my interviews with women discussing particular family stories or “the old days.”  Despite the 
importance of keeping girls virgins and controlled in any official capacity, many girls are being 
exploited by family members for sexual activity.  During my time in Chuuk, I was acutely 
aware—most definitely because of my relationship with the very people attempting to stop the 
sexual exploitation of young girls in particular—of the ways in which money or other goods are 
being exchanged for sex.  A commonplace story was of older men paying “nieces”139 and/or non-
relative girls for sex.  Some of these stories started with forced sex followed by payment, which 
started a transactional sexual relationship.  At times, these agreements were between the two 
parties having sex, purposely ignored by the mother and other relatives.  This is all quiet but not 
unheard of; there are even some songs about the pretty young girls taking money from politicians 
and old men (social security income).  While this version of transactional sex is with Chuukese 
men, there also appears to be an exchange of girls for money with non-Chuukese men visiting or 
living in Chuuk.   
Transactional sex caught the attention of the Chuuk Women’s Council (CWC), and with 
funding support from the Secretariat of the Pacific Community (a Pacific-focused development 
agency), the CWC undertook a survey of sex workers in Chuuk (CWC 2011).  Through snowball 
sampling, this survey was conducted with 70 girls and women who met one criterion: they had to 
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 Uncle can represent many relationships (Mother’s brother, Father’s brother, Mother’s Uncle, Father’s Uncle, 
Mother’s Cousin, Father’s Cousin—however distant the cousins are, or a promise brother (best friend) of someone’s 
father or uncle), the term still denotes a family member thus violating the incest taboo.  Yet, these stories were 
common.  Details as to which Uncle were often less clear, which could delineate the severity of the incest.  Having 
sex with someone in a girl’s mother’s family (thus, her clan) would be more severe. 
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have had sex in exchange for money or goods at some point in their lives (CWC 2011).  The 
funding only allowed for 70 participants, but CWC members told me there were several other 
young women still interested when they reached their limit, demonstrating the prevalence of sex 
work in Wééné (CWC 2011).  Participants were an average of 20.4 years of age, and 40 percent 
completed high school.  Two-thirds (66.7 percent) of the women surveyed reported having been 
forced to have sex against their will at some point in their lives, which connects transactional sex 
to other forms of sexual inequality discussed in this chapter.  Women were paid almost $50.00 
on average if they were paid; some women exchanged sex for alcohol, cell phone “loads” or 
clothes (CWC 2011).      
In the context of migration, moving in with relatives in Wééné, Guam, Hawai’i, and 
beyond who may be fairly distant relatives poses additional risk: sex is often expected in 
exchange for housing, and a commonplace story is that of young girls staying with relatives for 
high school being molested or raped.  Other property transactions occur as well: Jevlyn was told 
by her uncle to have sex with a man who subsequently allowed her uncle’s family to stay on his 
property.  Further, the regionally-famous “Blue House” case140 in Guam represents the first 
public indication that girls are being trafficked by family members into the sex industry within 
Guam (Castillo 2012a; Castillo2012b; Kelman 2012, 2013).   
It was never my intention to study this topic, but yet the theme emerged continuously, as 
did the element of the clan relations being more important than the victimization of individual 
girls.  By this I mean when a girl is molested, bought or sold with the compliance of family 
members, she will bring more shame to her clan by speaking out and accusing the exploiter than 
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 The “Blue House” was a Guam (illegal) brothel housing many young Chuukese girls against their will—lured by 
promising restaurant jobs—which was raided in 2011.  Beyond the “house mother” and other employees, some 
police officers were charged with assisting in the control of these girls, creating an even larger public scandal. 
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by keeping it to herself.  So, when transactional (or forced) sex happens in the family, silence is 
the best strategy. 
The endemic poverty in Chuuk likely contributes to this great aberration from the 
expected practices of keeping girls protected and virgins, but may also demonstrate the ways in 
which families and partners consider ownership of women’s bodies.  Women and girls are being 
controlled—whether it be for virtue or sex—by the (both male and female) family members who 
own them.  Future research goals include an attempt to examine and understand the 
circumstances under which transactional sex is occurring among young Chuukese women in 
Chuuk and abroad, and how migration has impacted this practice. 
This section explored the many ways in which women experienced sex in their lives, 
which unfortunately often involved their victimization, or competition with other women for 
their husbands’ attention.  While independently extramarital sex, sexual assault and sexual 
coercion are interesting elements of the intersection of gender, migration and reproduction, they 
are also important to discuss in the context of another threat: sexually transmitted infection (STI) 
risk.   
SEXUALLY TRANSMITTED INFECTIONS 
The ethnographic literature merely mentions high rates of gonorrhea and other sexually 
transmitted infections (STIs) that arrived with colonizers and whalers and which were endemic 
in the early 20
th
 century (Fischer 1963; Ward 1989) and blamed for possible infertility.  
Otherwise, what we know about STI-related behavior in Chuukese communities comes from 
other nearby islands and a few limited public health studies.
141
 One survey of sexual activity 
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 Much work in the FSM has been conducted in Pohnpei, FSM (the capital) that is worth mention as it may serve 
as some potential guidance for Chuukese reproductive health.  One survey was conducted on women seeking 
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conducted in an outer island community in Pattiw, Chuuk found that only 51 percent of 
participants reported ever using a condom (FSM 2010, 2012).  This same survey found that only 
21 percent of people who reported experiencing symptoms of an STI in the previous 12 months 
actually sought treatment (FSM 2010, 2012).  The sex worker survey conducted by the CWC 
also investigated condom use and treatment-seeking.  In this survey, 71 percent of participants 
did not use a condom during their most recent transactional sexual encounter; further, only 54 
percent of participants had ever used a condom (CWC 2011).  Condoms were not used both 
because of client preference and because of the lack of availability of condoms; the lack of 
availability during the most recent sexual encounter was listed for 95 percent of participants 
(CWC 2011).  Although over 50 percent of participants experienced STI symptoms in the past, 
only four percent sought treatment for those symptoms (CWC 2011).  Judging from these 
studies, condom use and STI testing and treatment seeking appear to be rare in Chuuk.   
Another research group studied HIV risk behaviors of Chuukese people aged 13 to 74 
after an outbreak (Russell, et al. 2007).  They found 38 percent of participants had more than one 
sex partner in the previous 12 months, even though 42 percent of these individuals were married 
(Russell, et al. 2007).  This research also sought to understand HIV knowledge, attitudes and 
beliefs, findings of which could clearly impact decisions to access STI/HIV testing and 
treatment.  Researchers found that 72 percent of those interviewed thought persons infected with 
HIV deserved it, and 72 percent were afraid of infected persons; moreover 58 percent of 
participants believed infected persons should be jailed (Russell, et al. 2007). 
                                                                                                                 
prenatal care (n=248) and found that nearly half of the women had unplanned or unintended pregnancies, only 33 
percent of the women reported ever using a condom, and 25.8 percent tested positive for Chlamydia (FSM 2010, 
2012).  Corner and colleagues (2005) studied youth sexual activity: 76 percent of youth (aged 15 to19) surveyed 
were sexually active; over half reported never using a condom.  
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This is all the published research available, yet sexually transmitted infections (STIs) are 
causing significant concern among public health practitioners for Chuukese populations both in 
Chuuk and abroad (Pobutsky, et al. 2005; Pobutsky, et al. 2009).  In terms of STI/HIV 
prevalence in Chuuk, there is little information available.  As of 2007, a total of 22 cases of HIV 
had been found in Chuuk; at the time of this report (CWC 2011), only three infected persons 
remained alive.  More recent reports indicate no new cases; however I suspect this is also due to 
a lack of available testing.  Regarding other STIs, the last study conducted in Chuuk yielded a 25 
percent infection rate for Chlamydia (personal communication, STD/HIV coordinator).  Yet, 
funding constraints and a lack of staff have stopped chlamydia and gonorrhea testing for Chuuk.  
Instead, pregnant women are presumptively treated for chlamydia (given medicine for 
themselves and their partners) and those who exhibit similar symptoms are treated for chlamydia 
first before investigating other common possibilities (such as trichomoniasis or gonorrhea).  
Chlamydia medication is given out very freely, in what I call the chlamydia candy jar (see Figure 
9.1).  The primary prenatal health provider in Chuuk estimates that approximately 80 percent of 
her patients have cervicitis (infection of the cervix); she believes most of these infections are 
caused by chlamydia.  She described how puzzling it is that so many women have such bad 
cervicitis (which she observes in her attempts to conduct pap smears), but they never complain of 
symptoms.   
In Guam, the STD/HIV bureau has similar concerns and targets the Chuukese population 
for much of their outreach work.  This community has disproportionately high rates of 
chlamydia, gonorrhea, trichomoniasis, syphilis and HIV infection as compared to other 
communities in Guam (see Chapter One and Chapter Two).  Talking with HCWs in Guam yields 
similar concerns, noting the high incidence of these STIs in their largely pregnant population. 
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Figure 9.1.  The Chlamydia Candy Jar 
 
Despite a high prevalence in both places, voluntary STI/HIV testing and counseling are 
not a common practice.  One leader among the Chuuk public health staff estimated they may 
have ten voluntary patients per month, mostly males.  Otherwise, testing occurs through 
mandatory health certificates (required to work) and prenatal populations.  Those who are tested 
receive HIV, syphilis and hepatitis B testing and are presumptively treated for chlamydia.  
Guam’s STD/HIV unit has more success getting people in for voluntary testing and counseling—
even girls.  Yet, the majority of STD/HIV cases found in Guam
142
 are through the “not” 
mandatory prenatal STD testing (see Chapter Five).  One provider estimated that 95 percent of 
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 The Chuukese community is not unique in Guam for not seeking STD/HIV testing and counseling services.  This 
is an issue with the entire island community. 
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Guam’s STD cases are found through the prenatal population; another provider indicated that 50 
percent of her Chuukese prenatal patients have chlamydia.
143
   
There has been one recent project in Hawai’i which helps to explain the low use of sexual 
health care: a qualitative study created to assess the knowledge, attitudes and beliefs of Chuukese 
women regarding cervical cancer screening and prevention, which I summarized in Chapter One 
(Wong and Kawamoto 2010).  Their findings indicate that women are not comfortable showing 
their genitals to anyone, especially to male doctors, a concern I address in Chapter Five.  
Additionally, Wong and Kawamoto (2010) found that husbands play a role in decisions to seek 
reproductive health care, something I discuss in Chapter Eight.  When the interviewers asked 
what these women believed caused cervical cancer, answers ranged from bad hygiene to too 
much sex (Wong and Kawamoto 2010).  Furthermore, half of the participants confused HPV 
with HIV (Wong and Kawamoto 2010).  These barriers to screening and limited knowledge of 
STIs corroborated with my findings; but there were other elements as well; in particular, my 
findings strongly suggested the influence of stigma associated with STIs impacting care-seeking 
behaviors.   
Talking with HCWs in both islands, they are concerned with the stigma associated with 
STIs, and my interviews with women confirm that they should be concerned.  This study yielded 
four themes very important to consider for STI-related risk and subsequent prevention efforts in 
Chuukese communities: 1) the lack of knowledge of STIs generally; 2) the peripheral knowledge 
of HIV/AIDS as a stand-in for all STI knowledge; 3) the role of male partners in transmission of 
STIs, and 4) the stigma and shame associated with these “unknown” things. 
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 I requested data confirming this from the STD/HIV bureau, but to date have not received it; the only reports I 
received were demographics of positive patients. 
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LACK OF KNOWLEDGE OF STI/HIV 
As I started my fieldwork in the clinics, I quickly learned that Chuukese women rarely 
have any knowledge regarding STIs.  While a lack of detailed knowledge may be something 
relevant to the entire U.S. population (as in, this is not entirely unique), these women often had 
never even heard of the most common infection affecting the Chuukese community: chlamydia.  
Providers expressed distress trying to explain them, as there is no translation for specific STIs 
except the catchall term rimpio, and the lack of biomedical understanding adds a further layer of 
difficulty.  My observations indicate that many HCWs refer to STIs as “infection from boyfriend 
or husband” to allude to the fact that it is an infection and it is sexually transmitted.  Generally, 
when a positive test is discovered the providers point to an informative (English) STI chart on 
the wall and move forward with the visit before the patient has a chance to even consider reading 
the chart.  Means of transmission and methods of protection are sometimes taught to women 
getting treatment; depending on how busy the clinic is, this could be a detailed explanation or a 
quick reciting of the necessary statements.  Most of the time, information HCWs provide on STIs 
is not translated for non-English speaking women unless they test positive for what is perceived 
as a serious infection (e.g., syphilis).  This concern has been addressed to some extent, as a 
Chuukese-language pamphlet on STIs has been created and is provided to women with positive 
results at the end of their visit. 
Because of these observations, I anticipated that women would not have much knowledge 
when I interviewed them about these topics, and I was correct.  I quickly learned my interview 
guide was too detailed and specific, and generally would ask a few of those questions to gauge a 
woman’s knowledge before going further.  Then, I would use the HCW terminology: “infections 
from boyfriend/husband.”  It was a polite way to indicate sexual activity and infection at once. 
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Despite all of participants having received prenatal care at some point—meaning they 
very likely had also all received STI testing—several do not know what STIs are, nor do they 
think they have been tested.  When I asked Jasmine about her knowledge of STIs, she made it 
clear she had no idea but that she would like to get tested.  She did not know where to go or how 
to do it.  This is one of the primary subjects in which my interview was turned around on me, 
such as when I asked Jevlyn about STI testing:  
Jevlyn: What’s the name of that? 
Sarah: That one is chlamydia.  That one is really common in Guam… 
Jevlyn: So how can I know that I have that? 
Sarah: You would go like to see—uh, same doctor for pregnancy?  You could go 
to there or the Mangilao clinic, they do STD testing.  That’s what they call 
it.  So STD testing is […] You know like when you um, go to your doctor 
when you are pregnant, and he does all those tests, he makes you go to the 
lab and you pee in a cup, and he does swabs in your private area?  He’s 
testing… 
Jevlyn: Oh that’s the one? 
Sarah: Yeah he’s testing. 
Jevlyn: So that’s when they use the swabs? 
 
Jevlyn and others asking me these questions had gone through the system.  In this particular case, 
I actually watched a provider go over Jevlyn’s results with her.  Although by law these tests are 
voluntary and thus require explanation to the patients, in the public health clinics women are 
asked to sign several documents including consent to be tested, and are rarely told what is being 
tested or what they are signing.  This could be a crucial educational opportunity that is lost. 
Other women know exactly where to go to get tested, but do not do it anyway, a theme I 
will explore further below.  Even the women who know about STIs often have misconceptions 
about how they are spread.  As a way of protecting themselves, women avoid partners for a few 
days (after suspected extramarital sex) or tell partners to be careful about the people with whom 
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they have sex.  The strangest thing I observed in relation to STI knowledge was that although 
chlamydia—something endemic—was virtually unknown, several women knew about 
HIV/AIDS which has a much lower prevalence among Chuukese populations.  
HIV/AIDS 
While we were talking about her husband’s many girlfriends, I asked Jessica:  
Sarah: What about um, did you ever worry about infections that he could bring 
home from the other women?  
Jessica: Yeah, I’m worried about that one too.  
Sarah: Does he, did you ever talk about it with him? 
Jessica: Yeah I talked to him also. 
Sarah: What, what was that like?  Like talking about infections? 
Jessica: You know like, you know if the woman is sick like, so he bring to me the 
sick you know the thing I’m worried about […] what’s the name of the 
one they, they always bring from the other woman?  
Sarah: Chlamydia? 
Jessica: Another one? 
Sarah: Gonorrhea?  Syphilis?  HIV? 
Jessica: AIDS?  [...] Yeah, that’s the one, ‘cause it’s scary, eh? And he say “No 
don’t worry about that one” and I say “No.”  That time I don’t want to 
sleep with him when he was just came from the other woman, you 
know? [...] ‘Cause it’s really scary.   
 
Jessica did not really know and thus is not really concerned about those STIs endemic to Chuuk 
and the Chuukese population in Guam.  She is worried about AIDS, and she avoided it (her 
husband is now deceased) by avoiding her husband for a few days after a suspected affair.  I had 
a similar conversation with Siera: 
Sarah: Did you ever, did you ever worry about him bringing home things like, 
sexually, sexual infections? With his girlfriends?  
Siera: Oh yeah that’s one thing I always got on him. I have, I said uh, “One you 
have to think about the AIDS and you know this kind of disease.  ‘Cause 
uh, it’s not worth it.  Yeah.  If you like a girl, you sleep with that person 
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but you don’t know if he’s already having that disease.” Yeah I’m always 
worried. 
 
Siera was not particularly aggravated by her husband’s girlfriends as simply infidelity, but she 
was concerned about him bringing home AIDS and similar “kinds of disease.”  She actually 
brought this up on three separate occasions during our interviews.  Generally, her husband would 
say he did not sleep with “those kinds of girls,” and she would say something like “you never 
know.”  Maureen expressed similar sentiments, explaining why she refused to re-marry a 
Chuukese man who she would inevitably have to share with other women:  
That's one thing I'm worried about now. But that's, I said I don't want to share 
because I don't know what he will bring now that I heard of HIV. 
 
Not every woman discussed HIV/AIDS, but several did.  Nobody knew of other 
infections by name, and several simply did not know of other infections at all.  I pondered how 
so many women with little knowledge of STIs at all could know about HIV/AIDS.  Given my 
experiences working with the STD/HIV units in both communities, I am well aware of the 
disproportionate funding available for HIV education and outreach as compared to other STIs, in 
particular stigma reduction campaigns.  Much like Hirsch and colleagues’ (2009) found, I 
believe this community is another example in which those stigma-reduction campaigns have 
done the opposite: they have alerted the community that HIV exists, that morally wrong people 
spread it, and that men may bring it home when they have sex with other women (or men).  See 
Figure 9.2 for a sample of the many HIV reduction campaign materials in Chuuk. 
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Figure 9.2 Giveaway Bags for Pregnant Women Depicting HIV Stigma Reduction Messages 
 
THE PARTNER’S ROLE 
In terms of women’s sexual and reproductive lives, a major theme throughout this 
dissertation is their male partners’ other sexual partners.  As I previously described, women 
cheat occasionally, but the consequences are much harder to deal with, including divorce, 
beating up the woman and her partner, and a lifetime of victim-blaming when the man cheats and 
uses the woman’s history of cheating as a reason for his infidelity.  Further, the entire family is 
shamed when women cheat.  Alternatively, men are expected to cheat.  That is why—as several 
women told me—the same word in Chuukese for man is mistake (mwáán).  
Some of the literature makes this a light-hearted topic between partners; similarly HCWs 
constantly described the “craziness” with which women allow their partners to cheat.  What I 
found in these women’s stories was something different.  Not one woman is actually happy with 
their husband having other sexual partners, although there are varying levels of tolerance and 
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acceptance that this is just a part of men’s behavior and a part of marriage.  Mothers of women 
are involved too; they often encourage or even force their daughters to accept or tolerate their 
husband’s extramarital affairs. 
Regardless of the acceptability or not of husbands having other partners, this poses a 
significant STI/HIV risk in the community, in particular putting married women at risk.  Since 
male partners typically have several sexual partners throughout their lifetime, this is yet another 
community where the largest STI/HIV risk is at home, with husbands and long-term boyfriends 
(see, for example Hirsch, et al. 2009).  Nelly learned this when she was exposed.  Nelly was the 
only woman to share a story of getting an STI.  She had back pain and difficulty with her bowel 
movements and went to the doctor:  
Nelly: I go check with the doctor.  They find out that, they ask me “Where is your 
husband? Did he, sleep with some lady?” I said “Why?” “Because, he 
gave you that one [an STI]. Him. And, you have to tell him and go and ask 
him […] write uh, down the name for the ladies.” […] They gave me the 
medicine, me and him.  We just drink same time, finished.  
Sarah: So, did you, that’s how you found out that he had other girlfriends? 
Nelly: Yeah, I, yeah, cause, that’s the time he came and write down all those 
ladies. 
Sarah: Oh so you saw? 
Nelly: Cause the doctor, the doctor said “Write down who you sleep with” so 
every, I have my aunty, I have my cousin, I have my [laughs] 
Sarah: So, did you talk about it after, when you left the hospital? 
Nelly: I just tell my mom, all the ladies […] Yeah, he just picked like his dad.  His 
dad go, pick the, stay with the ladies, so he kept, he picked her daughter 
[...] And here, plenty Chamorro or […]  
Sarah: Mmm.  Did you worry about, like, so, when you took the medicine, did 
you, were you mad at him, did you say anything to him?   
Nelly: Yeah I asked “Why” you know?  I know that I have something. I’ve got 
something from you, because I know that, the doctor told me that.  ‘Cause 
they gave me the medicine […] I get from you.   
Sarah: What did he say? 
Nelly: [Sigh] 
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Sarah: Nothing?  Just quiet? 
Nelly: [Raised eyebrows] 
Sarah: So, do you worry about that?  Like, after that, when you knew you could 
get sick from him, did you worry about like what he would be… 
Nelly: Yeah, I told him “Ok stop.  Stop going somewhere.” 
Sarah: Yeah 
Nelly: And now, stop. 
Sarah: Did he stop? 
Nelly: [Eyebrows] 
Sarah: But then he moved to Guam? [She had told me this earlier] 
Nelly: [laughs] But yeah he moved to Guam.  Oh Sarah!   
Sarah: So, did you ever feel the need to um, like go to public health and get 
tested?  When you were here?  Because you knew he had some in Guam 
too? 
Nelly: No, I, didn’t think about, I never, I didn’t go to check. 
 
Nelly’s story elucidated what I saw in the clinics regularly with pregnant women: the HCW 
would find a positive test, ask the women if their partner had other girlfriends and try to get him 
in for treatment.  The women’s reactions ranged from annoyed to moderately angry, but they 
always maintained composure at the clinic. While Nelly was my only interviewee who had this 
experience, several women talked about their fears of getting STIs and/or HIV from their 
partners:   
Sarah: And were you worried about like, him bringing home STDs and stuff? 
Rosie: Yes, very much.  I discussed that with him. Yeah. I said “I’m so scared if 
things happen and all that I get sick” and he said “Aye ah” and like that 
[yelling] 
Sarah: So he wouldn’t of like, let you use condoms or anything? 
Rosie: mm-mm [No] I’m really like trying and I know that he’s going out with 
different girls so I’d really try to like avoid him for a couple of days even 
when he gets mad, just… 
 
Rosie’s attempt to avoid her husband made him angry, which often just led her to give in.  
Rosie’s first husband was abusive, so she had to choose between the possibility of an STI or 
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getting beat up for making him mad.  Pretta also told me she was more worried about her 
husband breaking things than the infections he brought home.  Pamela shared similar attempts to 
avoid her husband:  
Yeah it makes me scared. That’s why I really don’t want to sleep with him.  When 
he came, just come and sleep in the room and I’ll sleep here [living room floor] 
then he go back.
144
  I don’t want to sleep with him. So when the nurse talking to 
me [about STIs], that’s the time I really don’t want to sleep with him. 
 
Pamela got particularly concerned when she was pregnant and the nurse was lecturing her about 
being careful.  Jevlyn was more concerned about being alone.  Rumors about Jevlyn’s partner 
had been growing at the time I interviewed her and for the previous several years she has heard 
more and more about his activities.  Yet, he is a good father to her children, including those who 
are not biologically his.  She does not want to lose him.  When I asked her about whether she 
worried (and I meant STIs), she told me that of course she is worried about infections coming 
home, but she is more worried about him leaving her. She followed up by saying: 
Yeah I’m worried about it, because, before, he’s helping me, he’s really helping 
me for my kids too, so that’s why I’m worried about it, ‘cause if he left me, what 
I’m gonna do with my kids? 
 
All of these women had experiences with their husbands seeking other partners.  Some, 
like Jessica, Siera, and Nelly would talk to their partners about this and their concerns, but that 
did not necessarily do much.  Others would attempt to avoid their husbands for a few days after 
they suspected he had sex with another woman.  Women seem to think the infection will run its 
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 “Go back” is referring to his other home; Pamela’s husband left her for another woman with whom he has had 
two children, but returns to her for one night every few weeks and has threatened her if she attempts to “move on.”  
By Chuuk standards, he essentially has two wives. 
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course in a few days, so they will just wait it out (but not use condoms).  Others, like those in 
abusive relationships, have bigger things to worry about than STIs.   
STIGMA AND SHAME 
The final theme regarding STIs and HIV is the shame and discomfort experienced from 
even discussing them.  Not surprisingly, STIs carry a significant amount of shame even when 
women do not know much about them, as they blend two things that both carry the weight of 
shame: illness (which is often perceived as coming from a moral transgression) and sexuality 
(which is morally transgressive).  People do not want to talk about STIs and do not want other 
people talking about them.  As Rayna, an HCW in Chuuk explained to me:   
Rayna: The number one problem is our contact risk. 
Sarah: Ok, what do you mean by that? 
Rayna: Contact risk, see, because of the stigma and discrimination.  People are 
not still coming in to voluntary when they know that they’ve been exposed. 
Sarah: They are scared to come in? 
Rayna: Right, they are scared to come in […] Yes, and it’s a very risky job to go 
out […] Yes it’s very risky. Cause at one time we go out, when we came, 
the mother came with a stick, denying that the, daughter is not.  So they 
think that when we go out, we’re making bad names of them on their 
relatives, uh girls, yeah. 
 
Rayna continued to tell stories of angry mothers who thought Chuuk public health or Chuuk 
Women’s Council were simply trying to smear their daughter’s names because their daughters 
were not even sexually active (to their knowledge).  In this very small community, even being 
seen with certain health providers may carry risk.  Guam is bigger with more anonymity, but the 
same shame pervades, like Praise explained: 
Sarah: Yeah.  So like what would people say about somebody who has infection 
[in their privates]? 
Praise: Unclean and sick […] Yeah, but we never think that it just, maybe we got 
from the, we never know that, we’ll transmit it from our husband, they 
transmit from other partner. 
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Praise made it very clear: unclean and sick.  Siera explained that she was able to get an 
annual exam (one time) with all the STI tests because she had private insurance, but at the public 
health clinics, there is too much stigma associated with such testing:   
Siera: It’s dangerous.  They die if they get that.  But it’s still like they said it’s 
free at public health.  But, some people they are just, ashamed.  If, they 
are one of the, you know, if they got the disease, and people know about 
them, they spread, like the name “Oh she’s uh, she got that” you know 
HIV or […] Yeah, they’ll be scared talking to them […] And people, some 
people they want to [get tested] but they are ashamed, you know? [...] In 
case if they, had that disease and… 
Sarah: But you weren’t ashamed, you went and got checked because of him? 
Siera: No, because I didn’t go to public health, you know?  I just go to my 
[private] clinic, yeah. 
Sarah: So do you think people, are scared to go to public health because maybe 
somebody will see them? 
Siera: Yeah. Yeah. 
Sarah: Does everybody know which room you get testing in? 
Siera: [laughs] Yeah! 
 
I asked Siera about the room because I had heard everyone knows the location of the STD Room 
by several people at that point. While a few women did not even know where to get STI/HIV 
testing, those who did, knew about that room people go in, and associate people who enter those 
doors with being “unclean and sick.”  Norita told me of her embarrassment going there—not 
even to get STI testing:  
Yeah, and really, I feel really really uncomfortable […] When I step out from that 
place?  Like, going out to, outside the public health?  I don’t want people to see 
me! […] I don’t want them to see, to say, like “Oh she went to that place?” 
 
In addition to fear of being seen at the public health clinics, these issues are often hidden 
at home.  What is particularly interesting to me is how women do not even talk about these 
issues among their closest (female) relatives.  I had established with Jevlyn earlier in our 
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interviews that most women talked about sex with other women, not just any women but their 
closest confidants.  In fact, Jevlyn spent an hour one day telling me about the sex jokes between 
her and her closest cousins.  Yet when I asked her if they talk about STIs, it was as if I asked her 
if they talk about a completely different topic: 
Sarah: Oh ok, what about like infections that you can get from boyfriends? 
Jevlyn: No, we don’t talk. 
Sarah: Nobody talks about that? 
Jevlyn: No. 
Sarah: So even like your best friends cousins that, you wouldn’t talk to each other 
about that if you were like “something’s going on, it feels funny” you 
know, “I’m itchy, or something hurts” you know? 
Jevlyn: No, nobody talks like that. 
 
Jevlyn seemed genuinely uncomfortable even considering this, and at this point I decided the 
change the conversation topic.  While she returned to this point later in our interview (asking me 
details about infections) I recognized in her voice at this time the difficulty dealing with the 
shame of sex and infection in this community—especially for women.   
Women’s reproductive and sexual lives and health are very much impacted by these 
themes that emerged from the conversations about sexually transmitted infections: they do not 
know much about their bodies, and what they do know (like fleeting information about HIV) is 
an association with death.  Further, their biggest STI risks are faced in their own bedroom with 
their partners, and even if their partners are to infect them, the shame will fall mostly on them.  
STI risk is also apparent in the amount of sexual assault, coercion, and exploitation that occurs 
throughout women’s lives, but carries even more shame and thus is frequently left unreported 
(and consequently, any STIs untreated).   
These STIs have a potential to impact women’s birth outcomes too.  Prevalence data to 
support this finding is not available, but providers indicate that they did see babies born with eye 
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problems (related to gonorrhea) and that overall low birth weights and preterm births may also 
be influenced by untreated STIs.
145
  The most disturbing impacts were historical: one provider 
told me that he had a few Chuukese patients who were routinely HIV tested (like all pregnant 
patients), but because of the length of time it took to get HIV results and their later initial entry to 
prenatal care the clinics received their (positive) results after their birth, thus they did not know 
to treat the woman with drugs to prevent transmission or perform a cesarean section.  After these 
incidents, this provider fought with and finally succeeded in getting the STD/HIV unit to conduct 
rapid HIV testing on all pregnant women entering care in the third trimester.
146
  During my time 
in the clinic some women were diagnosed and treated for syphilis as well, presenting another 
threat to birth outcomes.  Epidemiological data highlighting the impact of STIs on birth 
outcomes—as well as the infertility caused by STIs such as the chlamydia—are sorely needed to 
understand the depth and breadth of this problem.  Yet, I found that the shame associated with 
STIs and the risk of losing or being abused by partners or shaming the family is often much more 
damaging than the health impacts of the STIs themselves. 
SUMMARY: WOMEN’S SRH LIVES  
This chapter outlined the sexual inequality women experience in youth, in marriage, and 
in magic, and pointed to the common driving thread of shame that runs through all of these life 
events and experiences.  Shame shapes how women experience sex and sexual inequality, how 
others perceive their sexual behaviors or (forced) experiences, and determines how people react 
to sexually unequal scenarios like infidelity and rape.  Shame also contributes to the absolute 
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 While this is a concern, the overwhelming concerns of HCWs are untreated and unmonitored gestational diabetes 
and high blood pressure, which can lead to low birth weight, pre-term birth, and many more detrimental outcomes 
(such as fetal or maternal death).  Both are quite prevalent (in my observations) in the Chuukese and Chamorro 
population.  Providers corroborate this observation. 
146
 The long-wait HIV tests are significantly cheaper and thus are used for uninsured public health residents.   
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lack of STI/HIV testing—but is not alone—structural constrains severely limit the ability of 
health care systems to provide adequate prevention, testing and treatment.  Further, in the context 
of migration, this sexual inequality moves and takes new social form, from transactional sex 
morphing into housing transactions, to new threats of STIs with the many more available 
partners brought into marriages, to the constant movement of relatives in and out of homes.   
This chapter discussed several powerfully unequal elements in women’s sexual lives 
which I invariably gave more attention than positive, healthy, happy sexuality.  It was not my 
intention to merely describe Chuukese women as victims and men as victimizers; it is a much 
more complicated interplay of gender and power that everyone participates in, an interplay I 
have attempted to convey in these pages.  In addition to providing important contextual 
information to understand women’s sexual lives both symbolically and experientially—this 
chapter described the many ways in which women’s health and health care may be impacted—
thus also allowing insight into potential points of intervention for improved sexual and 
reproductive health outcomes.  Analysis of these results will be provided in Chapter Ten, and 
possibilities for intervention will be discussed further in Chapter Eleven of this dissertation. 
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CHAPTER TEN 
DISCUSSION 
 
This multi-sited study of Chuukese transnational women’s reproduction set out to answer 
the following research questions, guided by Lock and Scheper-Hughes (1987, 1996) framework 
of three bodies: the body politic, which examines the control and regulation of bodies; the social 
body which explores the social and symbolic representations of bodies; and the individual body, 
which focuses on individual experience.   
1) Policies and Practices. What public health and social service policies are directed 
toward Chuukese reproduction in Chuuk and Guam? 
2) Representations of Reproduction. How is Chuukese transnational women’s 
reproduction represented in Chuuk and Guam?  Does reproduction take new social form 
when women move?  What do representations of reproduction reveal about larger societal 
perceptions of Chuukese transnational migration between Chuuk and Guam? 
3) Reproductive Experiences. How do these policies, practices and social representations 
impact Chuukese women’s reproductive experiences? How do Chuukese women 
experience, understand, and negotiate their role as reproducers, both biologically and 
socially, as part of both Chuuk and Guam?   
4) Intersection: Reproductive Health.  How is Chuukese women’s reproductive health 
impacted (i.e., stratified) by policies and practices; social meanings and representations; 
and individual experiences of reproduction, in this transnational context? 
 
I have attempted to answer these questions throughout the dissertation research, analysis and 
writing process, which I will synthesize in this discussion. 
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THE BODIES 
THE BODY POLITIC: SURVEILLANCE, CONTROL, AND MOVEMENT OF 
CHUUKESE TRANSNATIONAL WOMEN 
 In bridging individual experience and the social and symbolic body, Scheper-Hughes and 
Lock (1987) argue that this relationship is also about power.  They necessarily understand the 
need for an analysis of the body politic, or what Foucault (1980) refers to as biopower.  To 
explain biopower, Foucault depicted two forms of power over the body.  The first is the “body as 
machine,” that needs to be disciplined and optimized for “usefulness and its docility” so that it 
integrates well into economic systems (Foucault 1978:139).  This body ensures the maintenance 
of the production of relations and regulation of the State’s needs (Foucault 1978).  The second 
form of power over the body is the focus on the biological processes of the body in health or a 
“biopolitics of the population” (1978:139).  Biopower is central to the physical and social 
reproduction of bodies (politics of reproduction), the control of movement of bodies across space 
(transnationalism), and the formation, control and surveillance of the body politic (reproduction, 
transnationalism, and critical interpretive medical anthropology). 
Chuukese and other Compact of Free Association (COFA)
147
 citizen bodies have 
continuously been optimized for colonizers’ movement, regulation and control for over a 
century.  Each colonial power worked to shape these island communities to meet their needs and 
maintain control.  Hospitals, schools (teaching German, Japanese, and then English with each 
new colonizer) and infrastructure development were infused into these islands, but with this 
development they created a great dependency.  In the health arena, Lock and Nguyen (2010) 
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 As a reminder, there are COFA agreements with three nations 1) the Federated States of Micronesia (FSM), 2) 
the Republic of the Marshall Islands (RMI), and 3) the Republic of Palau (ROP).  Chuuk is part of the FSM. 
380 
 
discuss the role of biomedicine in colonial settings; asserting that their introduction of 
biomedicine was assumed to provide comfort to those colonized (or more likely, those 
colonizing) for bringing the “civilization” of health (159).  
 The most recent colonizer shaping COFA citizen bodies is the U.S.  Prior to and during 
the Trust Territory Government, these bodies were given wage labor, canned tuna, tobacco, and 
alcohol to “build” them (and their dependency) up (Lutz 1986).  Also, during this time youth 
were encouraged to move through the U.S. to become economically useful (read: docile) and 
understand the U.S. economic power, while simultaneously shaping their government to mirror 
that of the colonizer.  The U.S. Government allowed for these three nations to work toward 
independence, but only after setting up a bloated government structure and unattainable island 
economy that could never be self-supported.  This ensured continued reliance on the U.S. and 
thus, continued U.S. control of Micronesian waters.  Further, although technically each COFA 
agreement is an agreement between two nations (the U.S. and the FSM, RMI or ROP), the U.S. 
government has the power to dictate all conditions of this agreement.  This is recognized each 
time a new negotiation, a new (U.S.) federal grant, or a new (U.S.) federal law is implemented 
which includes or forgets about COFA nation eligibility (both of which happen often).   
The abject poverty and conditions fostered out of this ambiguous neo-colonial 
relationship then forces movement of many COFA bodies.  Chuukese bodies in particular then 
move to Guam, yet another place both controlled by and dependent upon the U.S. for survival.  
The only difference is their new home in Guam is explicitly a territory (read: colony) with no 
federal voting rights and limited autonomy.  Guam is also a small island unknown to a large 
portion of the U.S.—and Chuuk is even less known—both varying degrees of the many forgotten 
colonies of the U.S., and the forgotten bodies produced and living in them. 
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Chuukese families move to Guam in search of a better life: sometimes for jobs, to put 
their kids in a functional school system, to pursue a new adventure, or to access safe health care 
(or all of the above).  Yet, the system created and fostered by the U.S. in COFA nations like the 
Federated States of Micronesia (FSM) has set them up to fail, as these migrants often arrive with 
a poor education, already advanced health conditions, and limited job skills.  Further, the people 
of Guam resent the U.S. decision to control migration into Guam and often take it out on the 
migrants themselves.  Thus, women arrive with their families to a place that does not welcome 
them, with little money or skills to use, and attempt to work toward improving their lives both in 
Guam and back home. 
Experiencing the simultaneous “belonging” and “outsider” status of being a colony 
necessarily put Micronesians bodies in a constant liminal state from the time of the first German 
occupation.  This liminal place continued as these islands entered into the COFAs with the 
U.S.—neither a fully independent nation—nor part of the U.S.  Finally, these liminal citizens 
often moved to another colony: Guam.  Entering the U.S. in Guam or a state further puts COFA 
citizens in a different liminal state: those of “non-immigrants;” literally not fitting into the U.S. 
structures of “belonging” (or not).  Each of these iterations and perpetuations of liminality 
continue to produce the docile citizens the powerful U.S. wants: never in a solid state to contest 
the powers that shape them.  Further, this liminal status reflects how unimportant, or forgotten, 
these bodies are to the larger U.S. arena.  Forgotten bodies are docile bodies. 
At the territory level, Guam attempts to further control these bodies through legislation 
intended to slow their movement.  Some of these attempts to control these migrant bodies are 
done through arrests and deportation threats, largely unfounded because the Federal Government 
controls immigration.  In the health care context, policies work to prevent the influx of users: to 
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qualify for the Medically Indigent Health Insurance Program for non-U.S. citizen residents 
(MIP), applicants must be in Guam six months and lose coverage as soon as they go home, even 
if it is to attend a funeral.  If Chuukese women want to register at the hospital for a birth, they 
have to provide a down payment.  This attempted regulation and control of their (especially 
reproductive) bodies has not slowed movement though, it has just made those bodies sicker than 
the rest of Guam, stratifying Chuukese women’s reproduction.  
THE SOCIAL BODY: SYMBOLIC REPRESENTATIONS OF CHUUKESE WOMEN 
These migrant women’s bodies are not just controlled by federal and local policies; they 
are controlled by social perceptions of Chuukese in Guam, and by cultural ideas about gender in 
Chuuk, where their main job is to reproduce the social body of their clan. 
The larger Guam community considers the Chuukese a nuisance, with a particular focus 
on Chuukese men, who are seen as violent drunks who treat their women terribly.  Concerned 
citizens with good intentions make the “culturalist racism” assumptions that Chuukese just do 
not know how to acculturate or assimilate and need to learn Guam’s rules.  Women’s bodies in 
particular are symbolized as “backwards” and “traditional” in their colorful skirts, bright combs, 
and their unintelligible language.  A man may blend in as a Chamorro but a woman in her uroos 
(skirt), cannot.  Yet, these clothes represent the essence of who they are, and how they perceive 
their gender roles as Chuukese women: bearers of land, food and children.  Guamanians also pay 
attention to Chuukese women’s reproductive bodies (Bautista 2010).  At the intersection of 
surveillance (body politic) and symbolism (social body), Guam citizens simultaneously 
conceptualize Chuukese women as Ronald Reagan’s stereotypical “welfare queen” and as 
another example of undocumented migrant women strategically producing “anchor babies.”  As 
“nonimmigrants” they bear the double liminal burden of being a “suspect” insider (legal) and 
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outsider (migrant) within the American system.  Within the clinical context, this leads to frequent 
discussions of the many babies Chuukese women have and of their questionable motives for 
using Guam to give birth.   
Sitting in great contrast to Guam residents’ perceptions, Chuukese communities consider 
birth and motherhood to be the most important thing a woman does, the essence of womanhood, 
as Jasmine’s mother told her:  
The main reason is to bear life, so that’s the most you can, you can put it in your 
head.  Woman enough to bear life.  No matter how different you are from other 
women, at the same time woman enough to endure.  Forgiveness, hardship and all 
that.  Because, you felt it.  You felt how painful it is.  
 
Gender and the Social Body 
In these very gender-segregated communities, talking about women as women and men 
as men (the social body) is absolutely integral to understanding how women experience the 
world.  Chuukese women are taught the pressures of being a woman at a very young age through 
their interactions with their brothers, to whom they are taught to give utmost respect.  This 
respect is embodied in women’s behavior toward their brothers: never scold or show anger in 
front of him, never mention anything that even remotely has to do with their sexuality, never step 
over him, stoop when he is sitting, make sure he is fed and healthy, make sure he is happy, serve 
him.  The brothers are taught the same though: always respect your sisters.  Young Chuukese 
women and men are often advised: “Your husbands and wives may not be there forever, but your 
brothers and sisters are always there” like Jasmine’s mother told her children: 
You know, ladies, your brothers are the pillar of your respect and worth.  So you 
take care of your brothers, so they will take care of you. Yes you will have 
husband, but your husband is just a flesh that will add to you. 
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Thus, brothers, uncles (mother’s brothers), and parents are the ultimate protectors of women, but 
then women are also told to respect and honor their husbands.  Rosie expressed the difficulty of 
this mutual respect when there is a difference in opinion about what is right:  
Ok, see, it’s so funny because in a way they said I need to respect my husband, 
then they would be like “Don’t listen to your husband most of the time. We come 
first, your parents come first.” 
 
This contradiction is often blamed on the Christian Church, as women are taught in Church to 
respect the husbands as the leaders of the family and in “the culture” they are taught that their 
flesh and blood are what are important, those who are part of their clan.  This puts women in a 
position where they have to be perfect in every way, whether honoring their clan or their 
husband, as Jasmine explains: 
They expect women to be as perfect as can be.  But, I don’t know.  The way my, 
my mom taught us, is yes, men are allowed in our culture to do all the mistakes 
but women, are supposed to be very submissive, and obedient and a perfect 
feature.  A perfect figure in families.  You know saying that, but, as you know life 
is not perfect.   
 
How are men taught to respect their sisters and wives?  Women had different 
perspectives. Some, like Maureen saw a total lack of respect for women as a new problem: 
Just lazy. The guys are taking advantage of the woman. The woman do everything 
to please them […] The lives of Chuuk, Chuukese women now compare it to then 
as I mentioned it's not important anymore. Women used to be very important in 
the culture. When there is war they take women for making peace. That's how 
important we are. Women will go there until the other side will see woman they 
will forgive the other side. And as I mentioned also when they are pregnant they 
are treated special. Now everything is changed. No more of that stuff. Woman 
nowadays are like working cows or caribous. They’re working machines in the 
families. They do all the work. The men are just, as I mentioned if you go to taro 
patch it's not like before. You cannot find ways [pathways] because they're not 
doing anything that's their job. To clean the taro patches and the land.  
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Maureen thinks that men are lazy and that they do not understand how important women are and 
were, treating them as cows.  She reflected on her parents’ relationship and how her father 
worshipped her mother; her mother was head of the household in every way.  Maureen’s 
romanticized view of the past was not the same for everyone.  Several women recalled abuse 
from and affairs of their fathers, and were taught by their mothers that this is the norm: women 
endure the pain and stress of men’s mistakes, and a strong woman will always endure this, 
especially the affairs.  Forgiveness and endurance is what a real woman does, and how she earns 
respect, as Jasmine’s mother told her: 
If you cannot do that, you are not woman enough.  Remember, the pain when we 
have our children, are the most, endurance of, part of being a woman […] Those 
are the most dangerous part of being a woman, but still, we endure.  And even 
that, that’s just, the anger, not the fully pain we have.  So how can we cope with 
that? We can cope with delivering eight children, nine children. So you can cope 
with situations with life. So, as you cope with things like this, you’ll be the most 
woman.  Everyone will look up to you. 
 
This endurance and respect for men also meant that when women are hurt or pained, the focus of 
that negative energy is typically placed on other women, through rumors, gossip, and the 
occasional fight.   
Some women had a more light-hearted understanding of their husband’s affairs.  Jessica, 
for example, told me women forgave because women don’t care about husbands; going back, the 
main concern is for her clan, not a husband. Women are—after all—the keepers of the land and 
everything else: 
Yeah because, women is more like, when they’re older, that’s, that’s our custom 
we have to respect […] they’re really important, yeah.  Example: If there is a 
fighting or like that, like?  There is a big, trouble like among the men, right?  So 
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the important thing is the women they have to settle that one […] So they are the 
ones, the leader of the clan or, the leader of the, you know?  And they have to run 
the community, so they were important, the women […] So the woman is more 
important […] and yeah keeper of the land, owner of the land, right? Owner of 
everything, so, we have to respect them too [...] Even men too, right? Even the old 
one, they were the one also the leaders of our, you know?  We have to respect 
them also.  Because they were the one doing, they have to tell us, what to do.  
They have to help… 
 
Jessica’s description that women are more important is relevant in this matrilineal community; 
further, when she does discuss the importance of men she refers to men in her family, her flesh, 
not even thinking about her husband (even though the conversation emerged from the discussion 
of her husband cheating).  An important component of Jessica’s description is the age of those 
who are respected.  Older women are respected by the entire community, as Kaylyn explained:  
You know, and it’s kinda, it’s kinda funny really, you know how, cause you look at 
the Chuukese culture you’d think, cause women are, you know they’re, they’re 
like […] they, get out of school early to have kids and you know, during meetings 
they are all the quiet ones.  But, its, kinda like behind the scenes they are the ones 
that kind of run the family. 
 
Kaylyn went on to describe how the oldest woman in the family (finniichi) is in charge of 
everyone, and her sentiments were expressed by all of the women interviewed.  The oldest 
woman in the family is the keeper of the land and is respected throughout the community; but 
what about the rest of the women?  What about the younger women?   
Talking with the women who participated in this study and gaining their perspectives on 
gender was integral to understanding how the social body shapes their lives. As a young woman 
(unless she is the Finniichi) she is taught to be submissive, passive, embody the essence of being 
“under” her brothers in verbal and physical form.  As she ages, she is taught the status of her 
family is dependent on her virtue and sexual innocence; inappropriate sexual contact brings 
387 
 
about shame to everyone in the clan.  Once she has been appropriately shamed (usually 
impregnated), she is expected to balance the desires of her husband and her family, submissive to 
both.  If she does not endure this with quiet and silent strength, she will again bring shame to 
herself and her family.   
This concept of shame will be something she has to negotiate and avoid her entire life, 
most importantly in attempts to avoid moral transgressions (or public knowledge thereof), 
including pre-marital or extra-marital sex, being raped, or seeking health care for anything 
related to the vagina, especially something as “dirty” as a sexually transmitted infection (STI). 
Yet, especially married women have a real and growing risk for STIs brought home by their 
husbands.  This role of women in harboring shame also patterns more benign, daily behaviors: 
working hard to avoid shame by being a good mósónósón (humble, soft-spoken, gentle, 
respectful) woman. 
At a very important juncture she will bring her children into her life and her most 
important role as a woman is to birth and raise them for the clan.  She is expected to be perfect, 
strong, powerful yet submissive throughout all of these life stages.  As she ages into her later 
years, she finally gets a break.  Just like she observed the older women in her family, she gets to 
take part in decision making (still behind the scenes), speak loudly and out of turn (in the right 
company), and boss around all the young girls who are in their stages of servitude.  Woman 
enough to endure finally pays off. 
But how does this social body shape migrant women’s lives?  Reproduction does take 
new social form when women move.  Brother relationships are often across oceans, removing the 
protection kinship offers.  But, family members are also not close by to continuously keep 
women “in their place,” at least not dozens of them.  Women and girls are expected to continue 
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serving the family, but also often have jobs and face other life stressors (and freedoms) in Guam.  
For married women, their partners, unfortunately, have an entirely new pool of available women 
to go “make mistakes” with.  These women generally have social support, but are not surrounded 
by dozens of their relatives during the most important times: the birth and growth of their 
children.  They do have access to more health care, but often there are transportation, insurance 
and language barriers as well as competing priorities delaying this access.  
THE INDIVIDUAL BODY: LIVED EXPERIENCES 
These preceding pages demonstrated women’s lived experiences shaped by the social, 
symbolic body and biopolitical processes.  Women shared stories of fun and freedom abroad, as 
well as the increased stress of providing for their families in Chuuk and Guam under much busier 
and more expensive conditions.  Women enjoy the freedom of fewer relatives looking over them, 
but are also disempowered by the loss of social support that being with their families provides 
back home.  Their reproductive experiences are shaped by all of this: their decisions to seek care 
are still controlled by family and husbands, but now they have to figure out how to navigate new, 
confusing and unfriendly systems of care.  In Guam, there is a bit more privacy than in Chuuk to 
seek health, but there are enough Chuukese patients in Guam’s publicly funded clinics at any 
given time to run into the wrong person who could initiate gossip about the woman, further 
inhibiting any consideration for women’s health care beyond that which is pregnancy-related (the 
socially acceptable pregnancies, anyway).  This shame and possible “outing” of the being seen in 
the clinic prevents women from seeking much-needed STI testing in a community with 
disproportionately high rates of chlamydia and other STIs. 
Even if Chuukese women are to seek SRH care, they often are not provided 
comprehensive information about STIs even when receiving positive results (in the case of 
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pregnancy); the information is not translated; or they are scared to ask questions in the rushed 
and sometimes hostile environment of the clinic.  Tension-filled, negative encounters in these 
clinics are as normal as nice-but-rushed encounters, leaving women with limited motivation to 
return for care unless they deem it really necessary.  Even when HCWs have the best intentions, 
the clinic constraints often push women who are willing to seek care out too fast for any detailed, 
engaged dialogue about their concerns.  This, coupled with a general lack of biomedical 
knowledge about their (especially reproductive) bodies puts Chuukese women in an incredibly 
vulnerable position (as it relates to STIs and other SRH care) both physically and emotionally. 
Despite limited attempts to seek STI and other stigma-inducing care, women worry; 
worry about what infections their husbands might be bringing home to them after having 
extramarital affairs with other women, and worry about what they would do without these men 
as well since they do not have the same land and family support to fall back on as if in Chuuk.  
When pregnant and delivering, Chuukese women embrace the hospital care provided by Guam 
as safer, but also feel it is not as safe for them as for locals because they are Chuukese, and the 
care received is certainly not as nice as that they could receive in Hawai’i or the mainland.  
When birthing, women are scolded for late arrivals (or perfectly timed births?) as well as for the 
silence which stymies the nurses’ ability to gauge laboring women’s needs.  But, they feel safer 
than if they were in Chuuk.   
Women go home when they can, and when they cannot, bring parts and people from 
home to them.  Chuukese women firmly participate in all things Chuukese within Guam (church 
events, parties), feeling a little bit more at home.  Those who are economically stable take great 
pride in the contributions they make to lineage houses, churches, and other infrastructure projects 
back home, and “vacation” there yearly, thinking of retiring there as well.   
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These women’s experiences are weaved throughout this dissertation.  The three bodies 
each intersect as Chuukese migrant women’s political and socio-economic circumstances, social 
and cultural roles and individual experiences are shaped in such a way that stratifies their 
reproduction.  
THE STRATIFIED MIGRANT BODY 
“Stratified reproduction,” or the hierarchical stratification of women’s reproductive lives 
is a useful way to highlight the centrality of reproduction in understanding inequality but also 
how power, subordination, and resistance are enacted in the control of reproduction of people 
and communities.  The concept has continuously enabled anthropologists to examine how 
reproduction is produced, contested, and stratified across transnational boundaries through the 
study of transnational migrants.   
Sargent and Cordell (2003) use stratified reproduction to describe how Malian migrants 
in France were “central to frequent public representation of migrants as social problems… 
specifically targeted for their retention of ‘traditional’ practices, low levels of formal education, 
and for their perceived pronatalism.”  Chavez (2004) describes Latinas represented in public 
discourse in three ways: their hyper-fertility, their overuse of medical and social resources, and 
finally, as invaders of the body politic—or as Castañeda (2008) describes—demographic theft 
(340).  Castañeda (2008) uses the concept of stratified reproduction in a study of undocumented 
pregnant women in Germany to describe how a policy allowing women to choose legal fathers of 
their children is perceived in two different populations: “empowered” when used by German 
women, but “suspect” and “dishonest” when used by migrant women (354).  Finally, Fleuriet 
(2009) uses stratified reproduction to explore the limited reproductive services available to 
undocumented and poor migrant women in Texas.  Fleuriet (2009) analyzes how women 
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negotiate their own agency within an environment of stratified reproduction: attending an 
alternative birthing center for more comprehensive prenatal care but then using the biomedical 
hospital services for childbirth, which contradicts the original intentions of these centers seeking 
to resist medicalized childbirth.   
The Chuukese women living in Guam are no exception. Each example is relevant to how 
Chuukese migrant stratified reproduction is conceived and enacted in Guam.  Just as Sargent and 
Cordell (2003) describe Malian migrants, the Chuukese in Guam are targeted for their 
“traditional ways”—wearing their combs and dresses in Guam—and by their hyper-fertility 
within the clinics.  Just as Chavez (2004) describes Latina women in California, the Chuukese 
are portrayed in public discourse as giving birth in Guam to gain American citizenship for their 
children and to use their resources; not necessarily with a focus on the need for a safe hospital, 
but instead for an overreliance and overuse of social services.  This demographic theft is a real 
concern on Guam not just for the COFA migrant “invasion,” as the indigenous Chamorro 
population has shrunk down to 37 percent of the island.  Yet, Chuukese migrants bear the brunt 
of these fears despite making up only seven percent of the population; they are the poorest, most 
fertile, and most marginalized community.  Chuukese women’s births’ association with 
citizenship and food stamps is also similar to Castañeda’s (2008) depiction of migrants as 
“suspect,” in this case what is suspect is the choice of Guam for childbirth.  Finally, Fleuriet 
(2009) argues that even in the context of stratification by limited government services, migrant 
women find ways to exhibit agency and choice.  Chuukese women find ways to get the best care, 
flying to Guam, getting MIP and accessing prenatal care despite the often unfriendly atmosphere 
of the clinics, and arriving at Guam Memorial Hospital (GMH).  Further, despite public 
perceptions of Chuukese women in Guam as having high fertility, they continue to reproduce, 
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which may be a form of resistance to the Western hegemonic models of population control; and 
support of the Chuukese hegemony of reproduction as sources of both power and pride. 
This discussion connected the social and individual bodies of Chuukese migrant women 
to the body politic through a synthesis of the policies, practices, social and cultural contexts and 
individual experiences of Chuukese women in Guam.  This synthesis portrayed Chuukese 
migrant women’s reproduction as stratified; stratification is both reproduced and perpetuated 
upon Chuukese migrant women throughout their reproductive lives.  This chapter also analyzed 
how these social forms change when Chuukese women move, drawing the element of 
transnationalism into a study of reproduction.  The following chapter will continue this 
discussion, but with an applied focus on reproductive and sexual health.  Chapter Eleven will 
summarize the major aspects of Chuukese women’s lives impacting their reproductive health, 
and make recommendations for improving their health outcomes.  
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CHAPTER ELEVEN 
CONCLUSIONS AND RECOMMENDATIONS 
 
As an applied anthropologist, I must return in my final thoughts to how Chuukese 
transnational women’s stratified reproduction is impacting their reproductive health.  As this 
study has demonstrated, being in Chuuk puts women’s health at risk because of the often long 
distances to the public health clinic and the hospital, the minimal services available at these 
centers, the deteriorating, unsanitary conditions of the hospital, and other synergistic effects of 
poverty.  Further, women are at-risk for sexual assault, STI-risk by partner infidelity, and have a 
low level of biomedical understanding of the body.  HCWs in Chuuk are often doing the best 
they can with what they have, but what they have is often not enough.  If women can avoid the 
hospital and public health clinic in Chuuk, they will—not just because of the conditions—but 
because they “don’t need those nurses and health employees knowing their business.”  Further, 
the FSM as a whole is suffering from both communicable and non-communicable diseases; 
Chuuk generally ranks as the worst for all of them.  
Guam is a place for safer childbirth, but Chuukese women still appear to suffer the worst 
outcomes on the island, including disproportionately high rates of STIs and advanced cervical 
cancer.  This is due to several reasons: access to care is inhibited by language, transportation, 
family obligations, bad experiences, confidentiality concerns, insurance status, and a host of 
other issues.  If care were easier to get, Chuukese women could be treated to control the 
gestational diabetes before it impacted birth outcomes, or could cure a standard case of 
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chlamydia before it led to pelvic inflammatory disease, spread to another partner, or infected a 
baby through childbirth.  Further, if HCWs were nicer when Chuukese women do seek care, they 
may be more comfortable asking questions and learning more details as to their symptoms or 
medical histories.   
In Guam, women’s husbands have a much bigger pool of potential sexual partners,148 
which means a much bigger pool of STIs they risk bringing back home to wives.  Condoms are 
never used in these marriages, and the few studies available and anecdotal accounts demonstrate 
they are rarely used with any partners (see, for example CWC 2011; Russell, et al. 2007).  
Women are also more prone to sexual assault in every stage of life, as their relatives are not 
always within earshot to protect them.  This further increases STI/HIV risk, in addition to the 
lasting social and psychological effects of violence.   
Chuukese women’s position in Guam also impacts their health.  The majority of this 
migrant population lives in poverty, which impacts their bodies in multiple ways.  First, families 
can rarely afford more than one car (if any), which leaves women often without transportation to 
access care independently.  Family priorities often involve caring for the elderly who are sent to 
Guam for medical care, and balancing that with children leaves little room for women to take 
care of themselves.  Additionally, running water and power are inconsistent at best because of 
the expense of keeping them going.  Refrigeration is often not used in these women’s homes 
because of the power bills or lack of a refrigerator altogether, which seriously limits what types 
of food can be bought in Guam’s (or Chuuk’s) tropical climate.  Even with refrigeration, the 
cheapest foods are white rice, noodles and canned meat—all of which are eaten in abundance, 
which impacts their children’s preferences over time even if they are to gain better access to 
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 As do they, although it appears they are rarely accessed (see Chapter Seven). 
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healthy foods.  This scenario inevitably increases their risks for diabetes, heart disease, cancer, 
and overall immune system strength; all are important factors in reproductive health and overall 
health.  What can be done to improve the health of these women? 
RECOMMENDATIONS 
POLICY RECOMMENDATIONS 
Federal Level (U.S.-FSM) 
First, I must make Federal-International recommendations, although I am well aware that 
they are idealistic and there is a low likelihood of implementation of any of the following: 
First and foremost, I must recommend that the COFA be amended to include 
substantially more money for actual development of independence (instead of dependence).  
Also, there must be autonomy of both the United States and the Federated States of Micronesia 
to decide together on policies impacting their relationship, instead of the unilateral decision-
making often made on the part of the United States.   
Second, the U.S. should restructure its “anti-colonial” policies to actually be anti-
colonial.  It must afford all territories, possessions, and Commonwealth areas the same status and 
treatment it gives individual states.  That means offering statehood or independence to Guam, 
and if state-hood is chosen, providing the same funding structures to Guam as the rest of the U.S. 
states.  Even just increasing funding to match states would significantly impact Guam’s 
constantly struggling economy. 
Third, the U.S. should correct the oversight of the Personal Responsibility and Work 
Opportunity Reconciliation Act of 1996 which removed COFA migrants’ access to the same 
social and health services as resident aliens or U.S. citizens.  Further, the U.S. should provide 
COFA citizens in the U.S. with a status that actually fits into the framework of U.S. citizenship, 
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so that they are not overlooked and forgotten every time policies towards migrants change.  Yet, 
I am aware this recommendation circumvents the larger discussion of deservingness and 
“citizenship” to address following through with contractual obligations of the COFA.  The larger 
recommendation within this framework would involve deconstructing the entire immigration 
system with a human rights perspective that does not stratify migrants by their status and 
conceptualized level of belonging and deservingness.  
At the FSM federal level, the FSM government needs to provide Chuuk with funding not 
only proportionate to its population but also with consideration for the spread of the state across 
23 islands.  Health and social needs also warrant higher priority across this poverty-ridden 
nation.  I understand that funding is always constrained, but there are unique ways in which these 
elements can be supported.
149
 
Territory Level (Guam) 
As an anthropologist, I am particularly attuned to the stratified care received by those 
with MIP.  MIP recipients are expected to pay more co-pays, are less likely to gain access to 
private clinics than Medicaid patients (because of low reimbursement rates), and must show 
proof of residency for a minimum of six months to receive this care.  This is a system that 
purposely determines who deserves care and who does not, creating barriers to “make a point” 
and discourage people from going to Guam in search of health care.  Given the dismal state of 
medical care in Chuuk, however, people will not stop migrating into Guam because often their 
lives depend on it.  Rather, these policies continue to create more burdens for the already 
vulnerable and often sick migrant population. 
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 One relevant example is the FSM college scholarship money for students abroad; social work is not an eligible 
major because it is not considered a priority in this impoverished community. 
397 
 
The Guam Memorial Hospital (GMH) is constantly making headlines for its very 
troublesome financial issues. Much like most of the U.S., these issues are attributed to the 
uninsured seeking care and being unable to pay.  A large portion of these uninsured recipients of 
care are those women who are not in Guam long enough to be eligible for MIP, and who have no 
other coverage since the MCH program does not cover deliveries.  Blaming these women and 
other non-citizen (thus uninsured) migrants who recently arrived
150
 to seek hospital care for 
driving the hospital into bankruptcy is a frequent sentiment expressed in the news, by politicians, 
and by GMH administration, adding to further stigma and discrimination of this migrant group.   
While as an anthropologist I am very interested in the meaning behind these policies, as 
an applied medical anthropologist I am also interested in practical solutions. GMH is a public 
hospital funded by the Government of Guam, which also funds MIP, a public insurance system.  
I find it perplexing that the policies created within one part of the system directly contribute to 
the failure of another part of the system.  If the six-month eligibility requirements were removed 
or shortened would this not ultimately help the hospital survive?  Thus, in terms of restructuring 
MIP, the following recommendations are offered:  
First, Guam’s Government should make MIP and Medicaid match exactly, offering truly 
equal access to health for those who are U.S. citizens and those who are not.  That means not 
requiring as much documentation, not cutting people off if they go home for a visit, and not 
forcing a six-month waiting period for newly arrived immigrants.  Perhaps a viable alternative 
would be to foster an agreement with the FSM to help fund the costs of those who travel to 
Guam specifically for medical services.  While there is a medical referral system in the FSM (see 
Chapter Seven) many migrants do not meet the requirements for being sent because they are 
                                   
150  Mostly from the Philippines, S. Korea, China or Japan 
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seeking “less” life-threatening care (such as childbirth).  Thus, if FSM and Guam could share the 
funding to insure FSM migrants upon arrival, this could improve the access to and “burden” of 
costs on the hospital for uninsured residents.  
Second, an important component of improving MIP is also making the reimbursement 
rates for clinics the same as Medicaid.  This would greatly improve access outside the public 
sector where women could potentially go to private providers.  From my interviews with women 
I learned that access to private providers often instigated first-ever well-woman exams, family 
planning and STI testing, and general primary care needs, which demonstrates the value this 
practice may add to increasing preventative care.  
Third, there is a need to mirror Medicaid co-pays, so they will no longer be stratified to 
hurt MIP recipients more.  Similarly, the same lab fees should apply to each recipient. 
Fix some of the bureaucratic headaches 
Not just the clinics but all of the Government of Guam would benefit greatly from a 
restructuring of the laws that shape the unbelievably arduous bureaucratic policies—policies 
which inhibit access to a fully-functional lab on-site, slow the hiring of much-needed providers, 
and slow the processing of patients both via insurance and on a daily basis in the clinics. 
Elucidate the confusing processes 
Create (legislatively) and fund a centrally-located migrant resource center.  This center 
would not just work with COFA migrants, but with all migrants in Guam.  This could be a place 
to get help navigating health and social service systems, findings jobs, getting legal advice, 
providing English courses, and much more.  Instead of being a storefront of “education,” such a 
center could actually house needed services like assistance filling out forms, providing advocacy 
in schools, hospitals and other areas, and providing a safe space to ask questions.  A center like 
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this would hopefully foster some of the much needed collective efforts like Hawai’i has for 
migrants to assert their rights. 
Transportation 
Implement a functional public transportation system—something sorely needed in 
Guam—as this is not a place where people can survive without transportation.  The 2014 “State 
of the Island” Governor’s speech indicated that improving the bus system was a major goal on 
the Governor’s agenda for 2014.  I am grateful the current administration is working toward 
improving Guam’s public transportation system (Calvo 2014). 
CLINICAL RECOMMENDATIONS 
 This study was inevitably a study of a migrant community and a colonial clinic(s).  
Ethnography of a clinic necessarily warrants recommendations for improved access and care in 
the clinics. The following recommendations are intended to help alleviate structural barriers in 
addition to improve clinic relations.  Before I outline these recommendations, however, some 
attention must be paid to the plethora of anthropological literature examining similar issues in the 
clinic—namely—the anthropology of “cultural competency.”   This literature assisted 
conceptualization of the recommendations that follow. 
Anthropology and “Cultural Competency”  
There is an abundance of literature on cultural competency both inside and outside of 
anthropology, which is a testament to 1) the very real concerns of patient-provider interactions 
globally and 2) a place for considering “culture” in the medical encounter.  Anthropological 
attention to cultural competency really flourished after Arthur Kleinman began to problematize 
health care in cross-cultural settings, arguing for the importance of anthropology in addressing 
these cross-cultural encounters (Kleinman, et al. 2006).  Kleinman’s early work addressed the 
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inherent ethnocentrism in biomedicine because of the reduction of all illness to biology, 
delineating how physicians treat healing as an “independent, timeless, culture-free” and isolated 
event completely outside of its context (Kleinman 1980:32-33; see also Kleinman, et al. 2006).  
In this early work, Kleinman (1980) also addressed the history of medical anthropologists 
studying “primitive” healing with no attention to “western medicine” (Hahn and Kleinman 
(1983) later called “biomedicine”) as a socially and culturally constructed system also warranting 
further study.  Several other anthropologists followed suit in arguing for the importance of 
studying the biomedical system as a cultural entity (see, for example Hahn and Gaines 1985) and 
physicians as healers in a particular cultural context (Maretzki 1985).   
In this early work, Kleinman (1988:304) proposed a solution that is now taught in 
medical schools across the country and cited across disciplines to explore each patient’s 
explanatory model of illness.  The questions each physician should ask their patients include:  
1.  What do you call this problem? 
2.  What do you believe is the cause of this problem? 
3.  What course do you expect it to take? How serious is it? 
4.  What do you think this problem does inside your body? 
5.  How does it affect your body and your mind? 
6.  What do you most fear about this condition? 
7.  What do you most fear about the treatment? 
  
With these questions and other solutions, efforts at improving cultural competency steadily 
gained in popularity throughout the 1990’s (Jenks 2011).  There was a particular marked surge of 
interest in “cultural competency” after the publication of Anne Fadiman’s (1998) “The Spirit 
Catches You and You Fall Down” about the “clash” of Hmong and biomedical cultures when 
treating a small epileptic child (Jenks 2011; Taylor 2003a, 2003b).  This, followed by a seminal 
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report released by the Office of Minority Health marked a significant upsurge in cultural 
competency programs (Good, et al. 2011; Jenks 2011; Taylor 2003a, 2003b).  The report, titled 
“Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care” demonstrated 
the persistence of inequalities and disparities in the medical field by culture, race and ethnicity 
despite years of cultural competency efforts (Good, et al. 2011; Smedley, et al. 2001).  This 
study most importantly provided data to support the understanding that health disparities still 
exist when separated out from insurance, access, and lifestyle factors; pointing to clinical bias or 
racism as the likely culprit (Good, et al. 2011).  This report also outlined fourteen requirements 
and recommendations for Culturally and Linguistically Appropriate Care Standards (CLAS) 
which were updated in 2011 (Smedley, et al. 2001; Smedley and Mittman 2011).  The national 
study and the resulting standards paved the way to more attention in health-related fields of the 
complexities to be considered in considering cultural aspects of care that did not simply blame 
the “cultural” patient.   
Yet, despite these early efforts to address “culture” in the clinic, anthropologists found 
that culture was quickly addressed by health professionals as a static box of beliefs to consider 
for patient care.  Guarnaccia and Rodriguez (1996) were early opponents to argue that until 
culture is understood more in-depth by researchers and clinicians addressing cultural 
competency, these efforts will continue to perpetuate stereotypical views of patients.  Of 
particular note was Guarnaccia and Rodriguez’s  (1996) experiences watching all Hispanic 
patients being “lumped” into one cultural category, assuming Spanish language speakers could 
also be cultural brokers for what was a perceived homogenous group with no attention to various 
ethnic identities, connections to Hispanic origins, class, education, gender differences or any 
other social factors.  Since that time numerous anthropologists have continued to critique the 
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various iterations of cultural competency efforts that continue to be implemented in classrooms 
and conferences.  
Anthropological critiques of “cultural competency” 
Janelle Taylor (2003a) argued that until medicine’s “culture of no culture” is more 
critically examined to actually have culture, “cultural competency” will continue to look like 
“the Ghost of Anthropology Past” (556).  By the “Ghost” she meant what many anthropologists 
still worry about: older literature in anthropology perpetuated the idea of biomedicine as culture 
free while studying exotic “Others,” and put culture in the same static “box” many cultural 
competency professionals continue to do.  Attempting to get away from this controversial 
history, anthropologists found themselves particularly concerned with these notions of “culture” 
and biomedical “science” (see also Carpenter-Song, et al. 2007).  Using the famous novel “The 
Spirit Catches You and You Fall Down” Taylor (2003b) demonstrated this bias of biomedical 
“science” and the issue of blaming culture for everything people do—with no attention to 
language access, communication, social inequalities or any other social aspects of their lives—a 
critique yielded by many anthropologists (see, for example: Carpenter-Song, et al. 2007; Hirsch 
2003; Kleinman and Benson 2006; Shaw 2010; Taylor 2003a).  Another common critique was 
about what is taught and about whom in these cultural competency lessons; namely, cultural 
competency efforts often highlight the details of those who “have culture” and create outreach 
programs to encourage these “cultural Others” to seek care (Hirsch 2003).  These efforts 
demonstrate the same notions of some having “culture” (minorities) while others do not (white 
patients and clinicians).  The argument that Chuukese women suffer health outcomes because of 
their cultural ideas of “local medicine” (Hattori-Uchima 2013) and lack of prenatal care uptake 
(Haddock, et al. 2008)—both calling for increased patient education—connects to this notion of 
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patient-blaming and helping “those who have culture” get care (Hirsch 2003).  As Hirsch (2003) 
notes, I too believe it is patronizing to think about educating the “cultural” others in this way.  
The “static box” Taylor (2003a) depicts is a major critique of cultural competency 
throughout the literature, although why and how this cultural box is constructed is 
conceptualized differently by different anthropologists.  Kleinman and Benson (2006) explain: 
"the idea of cultural competency is that it suggests culture can be reduced to a technical skill for 
which clinicians can be trained to develop expertise" (1673).  Similarly, Taylor (2003a) and 
Willen (2012) specifically delineate the “technical skills” coming from the culture of 
biomedicine which will inevitably impact concepts of “cultural competency.”  As Good (1994) 
explained, “competence” in traditional biomedical training meant that a student was able to 
systematically reduce a patient’s narrative down to biological “facts” (78).  This training to 
categorize and reduce all biomedical knowledge to neat facts inevitably leads to the similar 
boxing of newly introduced medical education—such as cultural competency—despite the 
intentions of “cultural competency” to do just the opposite and instead highlight the complexities 
of people’s lives which shape their health.  As Carpenter-Song and colleagues (2007) delineate, 
the consequence of reducing culture leads efforts at establishing cultural competency to often do 
the opposite: stereotype patients.  Hunt and de Voogd (2005) portrayed a relevant example of 
what happens when providers attempt to be culturally competent in ways that stereotype patients; 
this study and it’s connections to Chuukese patients in Guam is discussed in Chapter Six.  
This argument has gained significant traction in recent years, and increased attention to 
how these elements are taught has made this anthropological work look considerably more 
practically applied.  Shaw and Armin (2011) studied cultural competency trainings and examined 
how the trainings are becoming part of the quality improvement efforts in organizations while 
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simultaneously embedded in social justice movements; this combination of elements results in 
strange “hybrid” classes built on protocols and anti-racism rhetoric.  They concluded: “As 
cultural competence efforts become integrated into existing structures for medical education, 
reformers must balance goals as diverse as measurable achievement, self-transformation, patient 
safety, and social justice” (Shaw and Armin 2011:241).  This is a return to the critiques of 
“boxing” culture, but in a more complex understanding of how this “boxing” is framed in the 
biomedical cultural context: everything must be standardized, categorized and efficient; namely, 
the culture of biomedicine creates an environment in which everything must be reduced.  Both 
Shaw (2010) and Willen (2012) discuss how managed care further compounds this drive for 
efficiency and speedy care, a concern most certainly relevant to my findings in Guam’s clinics.   
Some of the critiques of cultural competency programs were addressed in recent years; 
notably the “boxing” and categorizing of culture.  Many programs instead focus on getting 
clinicians to recognize difference and be more “open-minded.”  Yet, as Jenks (2011) delineates, 
this simply transfers “cultural difference” to “individual difference” and continues to ignore 
structural inequalities impacting health.  The most important argument continues to be finding a 
way to incorporate the complexities of “culture” and the intersections of structural inequalities 
into any sort of “cultural competency” lessons. 
Despite these interesting discussions and critiques of “cultural competency” it was only 
recently that anthropologists started to pay attention to the most important element of them: how 
they are accepted, understood and digested by the students (literally, medical students as well as 
clinicians seeking training).  In recent efforts to examine how these concepts are understood by 
students of these cultural competency courses, Shaw and Armin (2011) and Willen (2013) have 
taken up the task of studying the teaching and learning strategies for “cultural competency” (see 
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also Jenks 2011).  Shaw and Armin (2011) did this through an ethnographic study of cultural 
competency conferences, trainings and listservs, while Willen (2013) examined a class for 
psychiatry students.  Both explored the importance of examining this aspect, reminding us that 
the clinicians are not “blank slates” either and must be studied to understand how they are 
digesting these lessons (Willen, et al. 2010).  This argument is similar to Anderson’s (2007) 
discussion that assuming health care providers are “culture-free” is as problematic as seeing 
biomedicine as “culture-free” (see Chapter Six).  Further, Willen and colleagues (2010) 
questioned the assumption that all health care providers are “mainstream” (i.e., non-minorities), 
an assumption that certainly proves false in the Guam and Chuuk contexts.   
In studying the cultural competency “classrooms,” Shaw and Armin (2011) discovered 
this hybrid and disconnected element of trainings—trying to both meet the demands of the 
culture of biomedicine’s desire for categorizing, reporting, and efficient work—and examine 
racism and stereotyping with clinicians.  Willen (2013) explored more specifically how people 
learned (or did not) and what pedagogical techniques may be appropriate for this type of 
teaching.  After studying a classroom with largely didactic learning format which did not 
succeed, Willen (2013) concluded that critically examining the self and exploring emotions 
connected to these topics is important for such an emotional topic, especially in the context of 
the particular U.S. history (see also Willen et al. 2010).  She explored how emotional these topics 
were in that they examine histories of racism, colonial expansion and inequality—something 
people (outside of the social sciences) do not consciously think of on a daily basis—especially 
those with privilege.  Similar suggestions have included helping physicians to recognize the 
complexities of cultural diversity while also analyzing the structural sources of inequality 
(Kirmayer 2012).   
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Additionally, Willen and Carpenter-Song (2013) remind us that when we do “Lift the 
Hood” on the social determinants of health, the ways in which it is taught are going to differ 
internationally.  Concentration on the legacies of slavery, Jim Crow laws and other mainland 
racial histories would not, for example, resonate with the larger Guam community.   
Kirmayer (2012) explored concepts similar to cultural competency that have developed 
across the world.  He paid particular attention to the “cultural safety” concept developed in New 
Zealand, which attempts to address “cultural sensitivity” that analyzes “power imbalances, 
institutional discrimination, colonization and colonial relationships as they apply to health care’’ 
(NAHO 2008:3).  Thus, taking these findings and suggestions into consideration, I have 
considered the following recommendations for something that “looks like” cultural competency 
for health care workers in Guam: 
Patient Competency Instead of Cultural Competency 
When I was talking with Mike, an HCW, he told me he did not really think Chuukese 
women were specifically treated poorly: 
Yeah, I know that some feel that they've been [...] they get talked down to, but I 
don't know if that some of it might be just because they're Chuukese, but some of 
it because they're public health patients.  
 
I completely agree with Mike.  Some of what I witnessed was directed at Chuukese women, but 
much of the negativity involved treating all patients with contempt no matter where they were 
from.  As I described in preceding chapters, other communities are just more likely to stand up 
for themselves and complain.  No amount of “cultural competency” training is going to fix this 
issue of total patient resentment, but other things may.   
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First, for the lowest-level HCWs who are most often rude and unfriendly to patients, the 
clinic administration needs to take an active role in giving their jobs meaning and substance that 
allows them to take pride in their work.  As described in Chapter Six, their own powerlessness in 
this system often exacerbates the frustration they have with the patients, who are often seen as 
purposely slowing the HCWs down.  Paying these individuals a living wage, actually valuing 
their role in the clinic, ensuring sufficient staff to meet the needs of this group, and ensuring 
those in the higher ranks respect them could go a long way to the improve the “attitude 
problem.”  
One of these clinics worked to attempt a private care setting which was likely easier 
because this was a quieter clinic with plenty of staff.  The impact was that this clinic was 
perceived as friendlier and faster, fostering a much more welcoming environment.  All clinics 
should be run with sufficient staff to achieve the same effect.  All patients accessing care are 
otherwise receiving unequal treatment not just by virtue of their poverty (thus, their status as 
publicly-insured individuals seeking care in publicly-funded clinics) but also by their village 
(thus, clinic choice).  Fostering an equally comfortable environment in all clinics would 
inevitably improve worker and patient comfort, and subsequent relations with each other. 
 Teaching HCWs to “be nice” is a bit trickier.  As Willen (2010) explains, they are not 
“blank slates;” they are actors within Guam’s social world too, and harbor those same 
resentments that the rest of the community does toward migrants and toward poverty, despite 
many being poor and/or migrants themselves.  First, those who are simply not friendly all the 
time (to everyone) should be taken out of direct patient-care.  Some of the meanest people were 
at the front lines which makes no sense.  These individuals should be placed in positions that 
involve paperwork processing, data management, or some other tasks that do not involve direct 
408 
 
contact with the public.  Some of the friendliest people should be chosen to staff the front desk as 
this is the first point in which people experience the clinic.   
Then, skills-based training with role-specific scenarios should be provided for each 
group.  The use of Kleinman’s questions (see “Anthropology of Cultural Competency” section 
above) may be valuable for providers, but there are also simpler ways that could be achieved in a 
fast paced environment and for the many non-provider HCWs.  For example, when medical 
assistants, nurses and sometimes providers are taking blood pressure or blood sugar, they 
frequently respond with “no more salt” or “no more sugar” in a way that punishes the patient 
(bad patient!) and does not actually give them any information about nutrition.  Sometimes these 
providers will ask what people eat and then scold them for it—again—I never heard realistic 
solutions among this level of HCWs.  These HCWs could be trained to go over nutrition with 
patients which includes an assessment of patients’ access to food, and brainstorm with patients 
how they could help lower blood pressure or other dangerous health indicators using their life 
circumstances and their food preferences.  This is one example of many types of encounters in 
which HCWs could work with patients instead of generally telling their patient they are bad and 
moving on; it may also ultimately foster not only improved outcomes, but a shared sense of 
respect. 
 In line with this shared respect is what I deem “patient competency.”  Instead of being 
attuned to specific cultural needs, providers need to be attuned to all patients’ needs and must 
listen and respect them as human beings.  This recommendation is in line with more recent 
concepts of “cultural competency” to take the time to understand people and “be open-minded” 
(Shaw 2011).  Providers rarely had trouble treating people with respect, but the lower hierarchies 
in the clinic did.  No HCW is going to know the twelve or so languages that are spoken by 
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people walking through the clinic doors, or understand cultural elements that make patients 
behave a certain way.  They can, however, smile, introduce themselves, and actually check in on 
whether the patients have questions—questions the literature has constantly demonstrated all 
patients avoid asking (see Chapter Seven).   
Just like Shaw and Armin (2011) argued, however I do not think “open-mindedness” is 
sufficient without considerable consciousness of the social determinants of health.  I do not want 
to recommend—as Hirsch described—an educational program that perpetuates a “socially flat 
portrayal” of Chuukese cultural influences on health (2003:247).  Any skills-based training must 
also include dealing with that emotional and powerful baggage of racism and ethnocentrism in 
Guam, or as Willen (2012) describes, it must “Open a Huge Can of Worms” to deal with a “Big 
Huge Gaping Wound” in the Guam community.  While the Jim Crow laws and the history of 
slavery may not raise critical consciousness in Guam, the legacy and history of colonialism as it 
played out in both Guam and Chuuk may be very helpful to start the conversation, much like the 
“cultural safety” approach in New Zealand with the Maori community (Kirmayer 2012; NAHO 
2008).   
A course that encompasses 1) critical consciousness, 2) specific skills-based training, and 
3) an examination of the social determinants of health is not something that can happen in two 
hours with a room full of people, however.  This is the environment Shaw (2011) described and I 
have witnessed in Guam’s Culturally and Linguistically Appropriate (CLAS) trainings as well. 
The structure of the class must reflect the functions, which likely mean small groups and much 
more time for intensive work. 
While the current standing in “cultural competency” lessons was crucial to determining 
these recommendations, I do not believe teaching HCWs—especially those on the lower end of 
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the hierarchy—is enough to completely transform the clinical environment.  Such a 
consideration continues to perpetuate this attention to individual-level factors, only the individual 
is the HCW instead of the patient in the case of training.  I argue that in clinics such as those I 
studied, individual level behaviors cannot be achieved as long as the lower-level HCWs are 
demeaned, overworked, and underpaid, giving them many reasons to be unhappy, resentful, and 
directing their anger toward others.  Recommendations must include administrative attempts to 
improve this tension-filled environment or else HCWs will continue to spill this tension into 
interactions directed toward the most vulnerable people there: the patients.   
In addition to this general “patient-competency” consideration, I have specific 
recommendations that focus on working with the structural constraints patients often suffered:  
Time Flexibility 
Transportation is not an issue easily solved, as I was told by administrators frequently. 
According to these administrators, there are insurance/liability concerns and a history of 
Government of Guam-bought vehicles that were never provided maintenance within a reasonable 
time frame (for the slow-bureaucracy reason) and thus broke down regularly.  One way of 
alleviating this barrier was something that emerged from interviews with the more 
accommodating providers.  Specifically, instead of implementing strict fifteen-minute policies 
for rejecting late patients,
 151
 HCWs could allow for some flexibility.  This could occur in a 
number of ways.  First, the clinic could have designated times with “open hours” in which 
patients who have limited transportation or obligations inhibiting their timeliness could be 
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 One provider in particular was notorious for being anywhere from thirty minutes to two hours late for the first 
appointment of the day. On one particular occasion, this provider told a woman she should know better than to be on 
time because she should know her provider is always late.  On another occasion, the same woman fell asleep in her 
car waiting for this provider (who was over an hour late) and her son was supposed to come get her when her name 
was called.  She came running, ten minutes after the call and was told she must learn how to be on time.  She was 
rescheduled.  
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scheduled to come during a block of time (at any point during that block).  Further, HCWs could 
simply become more flexible and see patients even when they are very late.  Inquiries into their 
extreme tardiness could be made to determine what happened in an attempt to problem-solve for 
future appointments without scolding the patients.  This recommendation is idealistic, however 
given the speed and pace with which HCWs must process patients.  Horton (2006) explored this 
concern as well—as the “economy of care” continues to further rush HCWs and fit more and 
more clients in the door—even the most well-intentioned providers can’t be as flexible.  Thus, 
HCW-flexibility is an approach that must come from administration in a top-down approach to 
be successful.  Finally, the clinics could have more open hours than the typical 8-5 scenario—a 
solution some of the clinics are already working toward. 
Another solution offered by the STD/HIV program (which has funding for incentives) is 
to give gas cards to those who come and get tested; other programs could do this as well.  With a 
gas card it is much easier to get a ride from someone which can get patients to the clinics much 
faster than the bus system.  Further, all the programs provide outreach events in some of the 
more hidden and difficult to access communities which include immunization, diabetes and 
blood pressure screenings, and STD/HIV testing.  These outreach activities are excellent ways to 
get to the community and those in which I participated were very well-attended.  More services 
through outreach and more frequent outreach events could further improve access. 
Linking People to Care 
Another good practice involves medical social workers or other related providers helping 
clients make linkages to care.  Often these services are limited to prenatal care, and  pregnant 
women who do receive this assistance often get their first appointments made for them (by far 
the most intimidating aspect of seeking care), get information and assistance filling out 
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application forms for federal programs, and are invited to a class about pregnancy and baby care.  
Not all women get to meet with these navigators but those who do have a much easier time.  The 
focus on pregnant women is a focus relegated by the federal funding mechanisms which also 
privileges those reproducing over all other women.  The model of having people serve as guides 
and navigators for the overall system is a fruitful one that could truly help women if expanded to 
meet all their needs instead of just those associated with pregnancy. 
Translation 
Translation services should be available at all times whether women choose to use them 
or not.  All patients should be offered a translator; busy schedules are no excuse for substandard 
care.  Further, as these clinics serve more than just women, translators should be available in 
different age/gender hierarchy categories.  These translators should be translators, not Chuukese 
speaking workers who translate in addition to performing several other duties.  As translators 
they can not only provide on-the-spot translation services but also translate documents provided 
to patients into Chuukese.  A few documents were translated such as the STI brochures (see 
Chapter Six) but competing priorities often make additional translations impossible.  Chuukese 
patients represent almost 50 percent of one of these clinics, so it is imperative that services 
actually meet their needs.  These materials would improve patients’ autonomy—actually 
informing them so they get to make educated decisions about their care—such as whether or not 
to get certain tests.  Thus, having informational materials translated into Chuukese would 
improve Chuuk patients’ ability to seek care without a translator if they so desired, and would 
make them feel more welcome in the clinical environment.   
Each of these recommendations is made with the realistic understanding that funding 
constraints will necessarily continue to inhibit the implementation of “perfect” programs 
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addressing social inequalities, HCW-discrimination and overall clinic environment improvement.  
The optimism is not entirely lost, however, as what is refreshing about some of these clinics is 
the presence of administrators willing to “work through” the “bureaucratic baggage” to come up 
with solutions to the clinics’ problems.  I hope that with my assistance these same creative 
administrators can think through ways to implement some of the recommendations outlined 
above. 
INDIVIDUAL LEVEL RECOMENDATIONS 
 Public health focused studies have grown tremendously in examining political-economic 
and social contexts in recent years—realizing that not everything can be explained on an 
individual and/or behavioral level.  Yet, often at the site of recommendations, the largest 
component continues to be “educating” community members about how they can individually 
change behaviors to improve their health.  This is also delineated in the cultural competency 
literature previously described, blaming “culture” for poor health outcomes.  Thus, while I have 
made some HCW individual recommendations, I have attempted to situate them within systemic 
recommendations that would foster their success.  For Chuukese women, I similarly believe the 
social and structural improvements would have a much bigger impact.  Given this consideration 
and in opposition to victim-blaming, I am only going to make one education-based 
recommendation for Chuukese transnational women.   
Several women told me about the WIC program very positively; they liked the recipes 
provided and the things they learned about healthy food; a similar program could be available for 
general women’s health concerns.  I suggest GDPHSS offer women’s health education sessions 
in Chuukese through Churches and other community-based organizations; these sessions can 
include an overview of female bodily processes, STIs, and resources for those experiencing 
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intimate partner violence and other common problems.  I suggest this because the school system 
often does not provide women with an understanding of sensitive topics and this can be a way to 
learn about taboo subjects couched in “overall women’s health.”  As I have suggested, women 
do not need to know about prenatal care or doctor’s visits; they already know.  They just need to 
be able to access those services.  But, when they do so, sometimes they do not understand what 
the HCWs are telling them—not just because of language difficulties—but because of 
biomedical knowledge barriers.  Classes exploring these topics could enhance women’s 
biological understandings of their bodies, thus improving their clinical encounters that describe 
biological aspects of bodily functions.  
FUTURE DIRECTIONS 
 This exploratory study provided an understanding and context of Chuukese women’s 
lives which elucidates many other areas ripe for future study qualitatively and quantitatively.  
Many more recommendations may be born out of more generalizable findings.  In order to 
pursue, quantify and elaborate the findings of the present study, I recommend the following: 
CLINIC RECOMMENDATIONS 
First, in the clinic: Providing a structured interview with women about their experiences 
at the clinic immediately after their visit could help clarify women’s reactions to the particular 
actions I observed.  Often I matched my immediate reactions (through field notes) and women’s 
later reactions (through interviews) that may not tell the whole story.  Perhaps in the “heat of the 
moment” women could elaborate on their experiences and possibly offer recommendations for 
improved care.  
Second, systematically examining the needs of HCWs would also help administration 
improve overall clinic processes.  In this first study, I took detailed notes as I observed patient 
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encounters, but as I became more acquainted with the process I recognized the value in a check-
list in which a researcher could systematically determine how often certain topics, conversations 
or questions happened, the length of different clinical interactions, and specifically link to 
different level HCWs.  Future research would continue to employ the note-taking method but 
also with a data-collection tool to consistently capture some of these findings in every encounter. 
Finally, I recommend future studies include chart-reviews and other data collection 
techniques to quantify more of the reproductive health outcomes of women receiving care in the 
clinics and the hospital, linking the outcomes to the specific services and issues delineated in 
their charts.  This sort of review could provide a more comprehensive picture of those outcomes 
and connect various types of care to different outcome scenarios.  
COMMUNITY-BASED RECOMMENDATIONS 
There are many areas in which I believe research with transnational Chuukese women 
could benefit from expansion.  First, how are women’s groups both at home and abroad fostering 
a shared sense of community among women, and how does this translate into community 
influence?  In navigating Chuukese women’s worlds in both Chuuk and Guam I was 
continuously astounded by the networks created by women’s groups, and I believe them to be a 
powerful factor in maintaining a sense of community and “getting things done” both at home and 
abroad.  A closer look at how these groups function—particularly in transnational settings—
would be fruitful for considering possible venues for health interventions but also for gaining a 
more nuanced understanding of what it means to be a Chuukese woman in Guam. 
Second, future studies could examine the complexities of being young Chuukese women 
who often grew up transnationally: negotiating these intersections of discrimination, identity, 
poverty, multiple gender roles, and health.  My presence on a college campus continuously 
416 
 
alerted me to the trouble young women experience navigating these worlds and their place in 
them, and they wanted to talk to me about it to process it for themselves.  Countless times young 
women would show up at my door asking if they could participate in my study, only to learn that 
they were too young to be eligible.  This interesting dynamic of negotiating this identity and 
wanting to process it when the opportunity presents itself is an interesting dynamic I wish to 
further explore.  
Third, men’s voices are largely absent from this study and future studies need to include 
men.  A study similar to the present study which focuses on couples instead of women could add 
a great deal of depth to the findings presented in this dissertation, most especially because 
findings of this dissertation continuously engaged with the intersection of gender, emotion and 
relationships between men and women.  This dissertation necessarily painted a one-sided view of 
gender dynamics that could be much more balanced if it included couples in the context of their 
relationships. 
Fourth, now that the present findings have provided basic understandings of many life-
cycle reproductive health events, follow up research in specific areas could be more easily 
constructed and elaborated.  For example, some research has examined barriers to cervical 
cancer screening in Hawai’i; findings I have presented in preceding chapters could inform a 
more in-depth examination of women’s experiences with cervical cancer and Pap smears that 
further elucidate the context in which Chuukese women experience such greater rates of cervical 
cancer.  Other studies could include attention to chlamydia, syphilis or HIV—all present in 
Chuuk and Guam—and attention to birthing experiences.  Finally, the findings demarcating a 
clearly medically plural world warrant interesting questions ripe for future studies of negotiating 
multiple healing systems in the context of transnational living, and how gender shapes these 
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negotiations, something much less prominent in the anthropological literature on medical 
pluralism (see Chapter Seven). 
 Last but not least, it is time for some participatory action research among Micronesians in 
Guam.  Hawai’i-based Micronesians have succeeded in asserting their rights as a marginalized 
group in Hawai’i.  With a collective, shared sense of discrimination they have worked together to 
fight for their rights, including the right to health.  Yet, in Guam a few voices will react to 
negative press on occasion, but the communities do not collectively fight for their place (see 
Chapter Five).  A participatory research approach focusing on the entire COFA community in 
Guam would assist in the growth of this community’s alliances, which is a crucial first step to 
creating a united front.  This approach could allow the research questions and the calls for action 
to stem from this dynamic community instead of the “little white girl” who formed the present 
study. 
FINAL THOUGHTS 
This study utilized the politics of reproduction (Ginsburg and Rapp 1991, 1995) and 
Scheper-Hughes and Lock’s (1987) three bodies to explore how Chuukese transnational 
women’s reproductive bodies move through Guam and Chuuk, how their bodies are represented 
in these societies, and how they experience these movements and representations. The preceding 
chapters have explored the historical, political, and socio-economic and health contexts of Guam, 
United States (U.S.) and Chuuk, Federated States of Micronesia (FSM), with particular attention 
to their relationships with the U.S.  In particular, this dissertation examined the unique 
transnational movements fostered by the U.S.-Micronesia relationship, the specific form these 
movements take for the Chuukese women moving to Guam, and the resentment these 
movements have fostered in the Guam community.  Further, this dissertation examined how this 
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resentment and the unique U.S.-Micronesian relationship shaped clinical encounters between 
various HCWs and Chuukese women in Guam’s biomedical public health clinics.  Finally, this 
study explored how women experienced their entire reproductive lives—both inside and outside 
of the biomedical clinics—in an effort to provide a rich contextual history through which to 
understand Chuukese transnational reproduction.  The present findings examined and delineated 
many factors that contribute to Chuukese women’s poor sexual and reproductive health 
outcomes, and provided recommendations for improving these disparities in their health.  This 
study contributed to anthropological theories understanding how reproduction is experienced and 
enacted in transnational contexts and how clinical realities represent a microcosm of social 
contexts.  It is my hope that the present findings will also contribute to improving the lives of 
Chuukese women living transnationally through disseminating the narratives, experiences, and 
my analysis of the political, economic, social and experiential factors that shape their 
reproductive lives. 
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APPENDIX A: INTERVIEW GUIDES 
 
Interview Guides: Chuukese Women in Guam (2-4 interviews, 60-90 minutes each) 
 
Interview I. Childhood and Migration 
Tell me about your childhood.  
Did you grow up in Chuuk or Guam?  What island or neighborhood?  
What was it like? 
  
Tell me about your home growing up.  What was your family like?   
Did you live near your mother or father’s family?  
How was it compared to where you live now?  
 
As a girl, what were you taught about women’s roles and motherhood?  
 
What about school-did you go to school?  Where? What grade did you finish? 
 
What did you want to do as a grown up when you were a child?  
What were your plans and dreams? Was moving to Guam part of that plan?  
How many kids did you want?  Did you want boys or girls?  Why?  
 
Do you remember how you learned that girls and boys are different? What did you learn? 
 
Menstruation 
Did you learn stories about menstruation growing up?  What were they? 
How did you learn about your period? What did you learn? 
Did you tell anyone when you first got your period? Who? 
What have you told your daughters about menstruation?  
 
When did you start to feel more like a woman and less like a girl?  
How did it make you feel? Did your family treat you any differently? 
 
Relationships 
What kinds of stories did you hear about love and relationships when you were growing up?  
 
Now, let’s talk about getting boyfriends for the first time.  
What did it mean to be boyfriend or girlfriend? 
Could you have more than one boyfriend at a time? Did people do that often? 
 
What about marriage—what does it mean to be married? 
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Within a marriage, what are men’s responsibilities? Women?  
Do things change in marriages when people move to Guam? How? 
 
Reproduction  
What did you think about babies and having children, as a child?  What stories were you told? 
 
What were you told about how one gets pregnant, when you were growing up? Tell me about it. 
When your mother or family member was pregnant, did you know what was happening?   
 
Did women usually see any midwives, or nurses, or doctors while pregnant? How often? 
Is this different now? How about in Chuuk as compared to Guam?  
 
Did you attend childbirth for any family members?  Tell me about that. 
 
What happened when someone got pregnant and they were not married - was this okay? 
Has this changed at all over time?  Is it different in Chuuk vs. Guam? 
 
Family Planning 
Growing up, what did you learn about trying to prevent a pregnancy?  
Do women in Chuuk ever try to prevent from getting pregnant? What about in Guam? 
How?  
Do people ever try to convince women to have more or less children?  (Who? Explain…) 
 
Experiences 
Tell me about your first pregnancy.   
What was it like?  How did you find out you were pregnant?  
Did anybody treat you differently? 
Were you taught to act a certain way during pregnancy?  What sorts of things changed? 
How is pregnancy in Chuuk different from Guam? How is it similar?  
 
Did you go to a health care provider (doctor/nurse/midwife)? If so, where?  
Tell me about that experience. 
 How often did they tell you to come back during the pregnancy?   
How often did you? 
How were you treated?  
 
Were your children born in Guam, or Chuuk? 
Tell me about your first childbirth. 
Did you want to have a birth in the hospital or at home?   
Who was with you? Who did you want to be with you? 
Was it what you expected? Walk me through the whole day.  
How is childbirth in Chuuk compared to Guam?  How is it different? How is it the same? 
 
Were these experiences similar when you got pregnant again? Why or why not? 
 
Now, let’s talk about being a mother.  
473 
 
When you were a girl, what did you think it would be like to be a mother? 
How has motherhood been for you? Tell me about that experience. 
 
Now I’d like to go back to talking more generally about pregnancy and fertility. 
I’d like to talk more generally about when a woman is pregnant and how she would seek help 
from health care providers.   
How do pregnant women go to the doctor in Chuuk or Guam to get health care?  
 What are these experiences like in Chuuk? 
 What are these experiences like in Guam? 
 
Infertility and Reproductive Issues 
What happens when a woman cannot get pregnant?  (no children, adopt, etc) 
Have you heard any stories about these? What happened?  
What about when women have miscarriages?  
Have you heard any stories about these? What happened?  
What about childbirth complications?  
Do you know stories of women with childbirth complications? What happened?   
  
Last, I have a few questions about when women get older and their period stops.   
Do any other things happen? Are they treated differently? 
Do women still have sex when they can’t get pregnant anymore? 
 
Now, let’s talk about the Chuukese migration to Guam. 
Did any of your family move to Guam when you were growing up? Who? When? Tell me about 
them. 
 
Do you remember when these family members and friends would return from Guam? 
What did you hear about life in Guam? Did you think you would go some day?  Why?  
 
How did you hear the Chuukese were treated in Guam? 
 
What about now—how do you think the Chuukese treated in Guam?  
 
How are family values different in Chuuk and Guam?   
How are romantic relationships different?  How about marriage?   
Are children valued differently in Chuuk and Guam? What about pregnant women? 
 
Do you think all the travel to and from Guam has changed life in Chuuk? How? Why? 
Do people in Chuuk think their families in Guam and other places have changed? 
Do they treat you differently after you’ve lived in Guam?   
 
Personal Experiences 
When did you go to Guam?  
What were your plans once you arrived? 
Do you remember your first impressions—what was it like?   
Did you already have family there to help you? If so, how did they help? 
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How often did/do you return home?  
 
What is your life in Guam like, as compared to Chuuk?  
 
Will (or are) your kids grow(ing) up in Guam?   
How do you think that will be/is different from your upbringing?  
Do they consider Guam or Chuuk home, or both? How often do they visit Chuuk? 
 
Health Care Migration 
What are some reasons people from Chuuk decide to move to Guam? 
 
Do people ever migrate for health care? 
How is health care different in Chuuk as opposed to Guam?   
 
How do people seek health care in Chuuk? What is health care like in Chuuk? 
 
I’d like to talk a little bit more about people seeking health care in Guam. 
How do people seek health care in Guam?  Tell me a little about stories you’ve heard.  
 
General Demographics (if not already described) 
Age, island(s) of origin (within Chuuk), educational background (in Chuuk and Guam), timeline 
of Chuuk/Guam/other movement, marital status, number/ages of children, employment/income, 
health insurance status, frequency of return home to Chuuk. 
 
Sexual and Reproductive Health Care 
I’d like to talk about some more private things like relationships and sex.  Please let me know if 
something is uncomfortable and we don’t have to talk about it.  
 
General Sexuality 
How did you learn about sex? Did you know what to expect? Who did you talk about it with? 
 
I’d like to talk more generally about sex for women. 
What is sex like, in general, for women? Different than men?  How? 
Do you think couples talk about pleasure, and what they like? 
 
Does sex usually happen before marriage?  Does this differ in Chuuk vs. Guam?  
 
Can you tell me about your first boyfriend? 
How did you meet? How did you see each other? 
What was that first experience like? Tell me the story of your relationship.  
 
When you first starting having sex, were you ready to get pregnant? Did you use methods if not? 
What? 
 
Tell me the story about when you chose to marry.   
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What about sex outside of marriage? How often does a woman have sex with someone other than 
her husband, or a man have sex with someone other than his wife?  
What does a woman do if she suspects her husband has a girlfriend?   
 
I’d like to talk a little about infections women can get from having sex. 
What are some illnesses that women often get related to their sexual health, or private areas? 
What are the symptoms of these problems? How do you take care of the symptoms?   
What does it mean when women have painful sex, or a discharge, or something wrong in 
their private region? What do you do about that? Go to a doctor? Midwife?  
 
Do women talk with each other when something like this seems wrong? Why or why not? 
What would you tell your daughter if she had symptoms like this and came to you? 
 
Sexually Transmitted Infections 
What have you heard about infections men and women can catch from sex?  
What are the names of the ones you have heard?  
(For each one) What do you know about this STI? How get? Where learn? 
Do you know any stories about women getting this?   
How did it make them feel? Did people treat them differently? 
 
For any not mentioned (Syphilis, Chlamydia and Gonorrhea, HIV) 
What have you heard about HPV, or Human Papilloma Virus?  
 
Do you think there is a greater risk for sexually transmitted infections in Chuuk or Guam?  
What do you think about that?   Tell me a little about that. 
 
For those you don’t know about, would you like to learn more about them?  
 How would you like to learn? What would make you comfortable? 
 When do you think children should learn about sexually transmitted infections?   
Where do you think they should learn? 
 
Ok, I’d like to talk a little more about health. 
What do you think it means to be healthy?  
Growing up, what were you taught about how women can be healthy?  
 
Growing up, what did you learn about seeking health care? Who did your family go to for health 
care? 
 What about health needs specific to women? 
 Did you hear stories about women’s health providers, like midwives?   
Tell me about them. 
 
Thinking about women’s health today, do women go to clinics and health care providers to treat 
or prevent illnesses on a regular basis?  
Why or why not?  What do women expect out of a health care visit? 
 
Can you tell me some stories about when you have gone to the doctor for women’s health issues?  
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 What did you go for? What happened? Walk me through the health care visit. 
  
Now I’d like to talk a little bit more about health problems, or illnesses. 
First of all, what do you think it means to be sick? What makes people sick?  
Are ideas about what makes people sick different in Chuuk and Guam?  How so? 
What stories did you hear growing up about what makes people sick?  
 
What have you heard about women-specific cancers? 
What have you heard about cervical cancer? What do you think causes cervical cancer? 
Where did you learn about cervical cancer? Have you heard anything about prevention? 
 
Let’s talk a little about women’s health care. 
I’d like to talk specifically about women’s annual exams. 
 What have you heard about annual exams for women?  
Have you had one?  What was it like?  
 How many times have you gotten an annual exam? 
 
What have you heard about pap smears for women?  
What do you think are some of the barriers, or reasons that women don’t get pap smears? 
What do you think would encourage more women to get pap smears?   
 
Have you been asked about testing for STIs at annual exams, or other health care visits?   
 Tell me about that. What kinds of tests did they offer? Did you get any tests?  If so, why? 
 
Do you know about the HPV vaccine? 
 What have you heard? 
 Have doctors told you about this vaccine for yourself or your children? Tell me about it. 
 If a doctor offered it to your daughter or son, would you want them to have it? 
 
Based on your experiences, what do you think is missing from health care visits for women’s 
health issues?  What would you like to see changed, or improved? In Guam? In Chuuk? 
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Interview Guide: Health Care Providers (1 interview, 60-90 minutes) 
Can you describe the overall goal of this clinic?   
 
Could you describe the general process of care for a patient in the clinic, not only including your 
role but from the moment they walk in the door until they leave? 
 
Can you describe for me what your job involves? What is a typical work day like?  
 How many patients do you see each day? 
 
Can you describe your general patient population for me? 
 What is the average age of your patient? Income? Insurance status? Ethnicity? 
 What are some of the more common reasons patients come into the clinic? 
  
Could you describe your Chuukese female population to me? 
 Age range? Average age? How long in Guam?   
English proficiency? What type of insurance do they have? 
 
What are Chuukese women generally coming for? 
 
I am particularly interested in your Chuukese patients, and their reproductive and sexual health 
care, such as that related to pregnancy, family planning, STIs, and annual exams.   
 What are some of the most common reproductive and sexual health-related reasons you 
see Chuukese women coming into the clinic? 
 
How frequently do you see Chuukese women come in for annual exams? 
What about STI testing and counseling? 
 Do they typically come because of symptoms, or as a preventative measure? 
What about family planning counseling? 
How frequently do women come in for prenatal care? At what trimester? 
 
I’d like to go through some of your typical patient experiences for Chuukese women seeking 
reproductive and sexual health care services.  
 
Let’s start with a patient getting an annual or well woman exam.  What does the patient generally 
come to the clinic for? Is it for the exam, or for reproductive health issues of some sort that leads 
to the exam? 
 Are these patients typically accompanied by anyone? 
If so, who? Do they come into the exam room?  
 Do you explain the procedures associated with the annual exam? (If so…) 
  How do you explain the pap?  
  How do you explain the breast exam? 
  Do they seem to understand?  Do they ask any questions? 
 How do you explain follow-up for pap results? 
If changes are noted in the cervix, how do you get in touch with the patient for a 
follow up? 
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Next, I’d like to talk about a woman coming in for prenatal care. 
 Do women typically come in to confirm the pregnancy? 
 If not, about what trimester do women typically come in? 
 Do they come in for regular prenatal care?  About how frequently do you see a pregnant 
woman during her pregnancy? 
  How do they react to instructions for medication?  Do they seem to understand? 
 
I’d like to talk about the HPV vaccine.  Is it offered in the clinic?  Promoted?  To whom?  If they 
receive the vaccine, do they come back for the follow up shots? 
  
Overall, how do you feel about Chuukese women as patients?   
 Do you believe they are easy or difficult patients to work with? Why or why not? 
 Do you believe the clinic is able to provide them optimal care? 
 
Do you feel as if there are barriers or constraints to providing them care? 
 What types of barriers do you encounter? (Probe if necessary: Chuuk referrals, language, 
cultural, husbands, health insurance, DOH barriers) 
 
What types of changes within the clinic, funding, or the patient population would help you to 
treat your patients better? 
  
Demographics (if not already described)  
M/F, Age, Ethnicity, Educational background, Time at clinic/Time living in Guam  
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